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ABSTRACT 

The European Alcohol Action Plan stresses that health 
care systems, traditionally involved in the management of alcohol 
problems, must play a greater role in the detection and prevention of 
alcohol-related harm. Primary health care is seen as an important 
setting for identifying individuals at risk from heavy drinking and 
helping them to reduce consumption. It is also the major supporter of 
families and self-help groups, and acts as an advocate of public 
health for local communities. The book discusses strategies that can 
be adopted by primary health care providers in their everyday work 
with individuals and families, and examines the role of primary 
health care in providing interventions for hazardous and harmful 
alcohol consumption. The 14 chapters of the book cover: (1) the 

potential of primary health care; (2) the risk from alcohol; (3) 
ef f ect iveness of brief interventions; (4) screening; (5) health 
education advice; (6) intervention; (7) barriers to implementation; 

(8) packages and protocols; (9) education and training; (10) family 
and friends; (11) community action; (12) alcohol policy; (13) 
targets; and (14) conclusion. Appendices include the "Alcohol Use 
Disorders Identification Test" (AUDIT) questionnaire and "Health Plan 
for Catalonia," (Contains 72 references,) (ND) 
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Introduction 



On a European scale, drinking alcohol results in suffering and costs of 
enormous proportions, which have an impact on the health and wel- 
fare of men and women, children and adults, the poor and the rich, 
those who do the drinking and those who suffer from the drinker’s 
behaviour ( 1 ). 

Alcohol-related problems have many causes, arise in various 
situations, and affect different types of people. The response to these 
problems therefore needs to be comprehensive, involving public pol- 
icy, community programmes and action at the primary health care 
level. Primary health care providers include a wide range of different 
professional groups. In this book, they are defined as doctors and 
nurses working in primary health care settings. 

In 1980, a WHO expert committee ( 2 ) stressed the need for effi- 
cient methods to detect people consuming harmful quantities of alco- 
hol before the health and social consequences became pronounced, 
and called for the development of strategies that could be applied with 
a minimum of time and resources in primary health care settings. 

These recommendations came at a time when efforts to imple- 
ment a public health approach to alcohol-related problems had been 
initiated in a number of countries. Other reasons for the growing in- 
terest in alcohol screening and brief intervention were: the effective- 
ness of various behavioural change techniques for both excessive al- 
cohol consumption and other areas of lifestyle, the need to conserve 
health care resources, the appeal of early intervention as a means of 
preventing more severe alcohol-related problems and alcohol depend- 
ence, a recognition of the need to broaden the base or focus of defini- 
tions and approaches to alcohol problems ( 3 ), and evidence to suggest 
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that the burden of illness imposed on society by hazardous or 
harmful alcohol consumption is greater than that imposed by alcohol 
dependence. 

In 1992, resolution EUR/RC42/R8 of the WHO Regional 
Committee for Europe strongly endorsed the European Alcohol Ac- 
tion Plan (4). It urged Member States: to review and, if necessary, 
reformulate their alcohol policies to ensure that they were compre- 
hensive and broadly in line with the principles set out in the Action 
Plan; to ensure effective implementation of such policies in order to 
prevent the health risks and socioeconomic problems often associated 
with alcohol consumption, recognizing the importance of multisectoral 
action and the major role of local communities; and to develop compre- 
hensive policies and programmes for the prevention and management 
of alcohol-related problems in the context of primary health care. 

The European Alcohol Action Plan stresses that health care sys- 
tems, traditionally involved in the management of alcohol problems, 
must play a greater role in the detection and prevention of alcohol- 
related harm. Primary health care is seen as an important setting for 
identifying individuals at risk from heavy drinking and helping them 
to reduce consumption. It is also the major supporter of families and 
self-help groups, and acts as an advocate of public health for local 
communities. A strategy based on primary health care can also com- 
plement population-based initiatives ( I). 

In their study of the general practitioner’s role in detecting and 
managing alcohol problems, Thom & Tellez (5) include the following 
statement from one general practitioner: 

One of the things I don’t do is ask too many questions because I don’t 
want to uncover a whole lot of things I can’t deal with. So my technique 
sounds awful but it is to wait until something comes to my attention 
generally. I am not going hunting out problems I don’t know how to 
treat. I could spend hours and hours every day trying to deal with it. 
Now if it were obvious how I could deal with it effectively then I might 
go looking for a few patients. 

It is hoped that this book goes some way to answering the ques- 
tion of how the harm done by alcohol use can be prevented and man- 
aged in primary health care. Much of the book discusses strategies 
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and approaches that can be adopted by primary health care providers 
in their everyday work with individuals and families. It recognizes 
that primary health care providers have a public health role to play, 
and outlines the opportunities to participate in community action and 
to advocate for healthy public policy on alcohol. 

The book covers the role of primary health care in providing in- 
terventions for hazardous and harmful alcohol consumption. It does 
not discuss the assessment or treatment of individuals with alcohol 
dependence or the relationship of primary health care to other treat- 
ment systems, as these have been recently discussed elsewhere ( 6 , 7 ). 

Although the primary concern here is alcohol, an integrated ap- 
proach to prevention should be encouraged, within a common strategy 
of health promotion. Preventive action on alcohol should be inte- 
grated with that on other lifestyle issues, such as tobacco use, diet and 
physical activity. Indeed, much of what is written about alcohol can 
be applied to other lifestyle issues. 
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The Potential of Primary 

Health Care 



Alcohol consumption and its associated problems exist within a con- 
tinuum (3). Alcohol consumption ranges from no or light consump- 
tion through to heavy consumption, and alcohol-related problems 
range from nil through to substantial or serious problems (Fig. 1). The 
concept of a continuum has led to new definitions of alcohol con- 
sumption and problems. Hazardous alcohol consumption can be de- 
fined as a level of consumption or pattern of drinking that is likely to 
result in harm should present drinking habits persist. Harmful alcohol 
consumption is that causing harm to the psychological or physical 
wellbeing of the individual (8,9). 

Just as there is a continuum of both alcohol consumption and 
related problems, so there is a continuum of responses to such prob- 
lems. The latter ranges from primary prevention through brief inter- 
ventions to specialized treatment (Fig. 2). 

The concept of a continuum has been well expressed by the 
Royal College of General Practitioners of the United Kingdom, in its 
report Alcohol - a balanced view ( 10): 

We do not subscribe to the view that alcoholism is in itself a disease. In- 
stead the framework we offer sees everyone’s drinking as spread along 
a continuum from harm free drinking at one end to harmful drinking at 
the other. An individual’s drinking behaviour is learned and modified 
by experience; at any stage it is determined by a balance of the advan- 
tages and disadvantages, of the pleasures and the harms, of drinking. 
Everyone, whatever their current level of drinking, has the choice to 
move forward or backward along this continuum. 
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Fig. 1. Alcohol consumption and related problems 




Source : Institute of Medicine (3). Reproduced by permission of National Academy 
Press, Washington, DC, USA. 



Fig. 2. Alcohol-related problems and associated responses 




Source: Institute of Medicine (3). Reproduced by permission of National Academy 
Press, Washington, DC, USA. 
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When reviewing the role of treatment for alcohol problems it 

should be recognized ( 3 ) that: 

• many people with alcohol-related problems overcome them 
without any formal treatment; 

• some people who receive formal treatment have worse drinking 
problems afterwards; and 

• some people who are coerced into treatment fare no better than 
those who receive no treatment. 

Current knowledge about treatment services can be summarized 

as follows ( 3 ). 

1. There is no single approach to treatment that is effective for all 
people with alcohol-related problems. 

2. The provision of appropriate and specific methods of treatment 
can substantially improve outcome. 

3. Brief interventions can be quite effective, compared with no 
treatment, and they can be rather cost-effective, compared with 
more intensive treatment. 

4. Treatment of other personal problems related to drinking can im- 
prove outcome in those with alcohol-related problems. 

5. The aptitudes of the therapist have a large bearing on outcome. 

6. Outcomes are determined in part by factors related to the treatment 
process and post- treatment adjustment, the characteristics of those 
seeking treatment, the characteristics of their problems and the in- 
teractions among these factors. 

7. People who are treated for alcohol-related problems achieve out- 
comes that lie on a continuum, just as do their drinking be- 
haviour and associated problems. 

8. Those who significantly reduce their level of alcohol consump- 
tion or who become totally abstinent usually enjoy an improvement 
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in other areas of life, particularly as the period of reduced con- 
sumption becomes longer. . 

In other words, there is a need for a spectrum of interventions that 
matches the spectrum of problems ( 6 ). The specialized sector for alcohol- 
related problems cannot be the sole point of treatment. Furthermore, if 
alcohol-related problems are to be reduced significantly, their distribution 
in the population suggests that a principle focus for intervention should be 
people with mild or moderate problems. 

THE ROLE OF PRIMARY HEALTH CARE 

With increased knowledge of the effectiveness of brief intervention, 
there has been an increasing emphasis on the role of primary health 
care in preventing and managing alcohol-related problems ( 11 ). Pri- 
mary health care has huge potential ( 12 ). 

• In many countries, primary health care is responsible for defined 
populations, with a high proportion of the population being regis- 
tered with a named general practitioner. 

• There is a high contact rate between the public and primary 
health care services. In a number of countries, between two 
thirds and three quarters of the population consult their general 
practitioner every year, with a consultation rate of between three 
and four consultations per person per year. 

• Primary health care services are seen as credible sources of in- 
formation, with over a half of people surveyed considering their 
general practitioner to be the single most important source of ad- 
vice on alcohol-related matters. Increasingly, there is an ex- 
pectation from the public that primary health care services will 
provide support and advice about lifestyle matters. 

• Heavy drinkers consult their general practitioners twice as often 
as lighter drinkers, emphasizing the ability of opportunistic 
services in primary health care to target those more in need. 

• Primary health care affords the opportunity of using the 
“teachable moment”, relating the reason why the individual is 
consulting the doctor to his or her alcohol consumption. 
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• Primary care services offer continuity of care, and up to two 
thirds of consultations can be for repeat visits. Repeat visits are 
ideal settings for implementing the process of change model (13) 
and for undertaking motivational interviewing (14). Studies have 
demonstrated both the effectiveness and cost-effectiveness of 
primary health care (15). 

Primary Health Care and Management of Risk 

A potential framework for primary health care intervention can be 
built, using a model that views alcohol consumption as a risk factor 
for ill health. The role of the primary health care provider is deter- 
mined by the level of risk of the target population (Table 1). For a 
population at low risk, the focus of intervention is primary preven- 
tion, and the primary health care role includes providing health edu- 
cation and advocacy and being a role model. 



Table 1 . Framework for primary health care intervention 



Risk level 
(target population) 


Intervention 


Role of primary 
health care provider 


Low (people with low 
consumption) 


Primary prevention 


Health education 
Advocacy 
Role model 


Raised (people with 
hazardous or harmful 
consumption) 


Brief intervention 


Identification 
Assessment 
Brief counselling 
Follow-up 


High (people depend- 
ent on alcohol) 


Specialized treatment 


Identification 

Assessment 

Referral 

Follow-up 



Source: The role of general practice settings in the prevention and management 
of the harm done by alcohol use ( 16 ). 

For the target population that is at higher risk because of its al- 
cohol consumption, the focus is brief intervention, and the primary 
health care role is to provide identification, assessment, brief coun- 
selling and follow-up. 
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For a target population at substantial risk by virtue of its alcohol 
consumption, or that has severe alcohol-related problems, the focus of 
intervention is specialized treatment, and the primary health care role 
includes identification, assessment, referral and follow-up. 
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The Risk from Alcohol 



There is evidence for a dose-response relationship between alcohol 
consumption and the risk of liver cirrhosis and cancer of the mouth, 
pharynx, larynx, oesophagus, liver and female breast. The relation- 
ship between alcohol consumption and cardiovascular diseases is 
more complex; alcohol appears to reduce the risk of coronary heart 
disease, despite its adverse effect on blood pressure and the associa- 
tion with an increased risk of stroke (I). 

There is evidence for a dose-response relationship between alco- 
hol consumption and the risk of family, work and social conse- 
quences, alcohol dependence, accidents, assaults, criminal behaviour, 
unintentional injury, violence and suicide (1). 



ALCOHOL AND PHYSICAL HARM 
Alcohol and Cancer 

The International Agency for Research on Cancer has concluded that 
alcohol is causally related to cancer of the mouth, pharynx, larynx, 
oesophagus and liver (17). After controlling for potential confounders 
like tobacco smoking, there is a dose— response relationship in most 
studies that appears to hold for women as well as men. The relation- 
ship is not a straight line, but shows upward curvature at higher 
drinking levels. 

The last few years have seen the publication of a number of 
studies on alcohol and breast cancer in women (18). Evidence is ac- 
cumulating of a dose-response relationship, the risk rising relatively 
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slowly but steadily with increasing alcohol consumption. There is 
some variation in results and the relative risks are small, although 
similar in size to many of the established risk factors for breast can- 
cer. The relationship holds when adjusting for some of the potentially 
confounding risk factors, such as body mass index and dietary fat. 

Alcohol and Coronary Heart Disease 

Although findings are not consistent across all studies, there appears 
to be an L-shaped relationship between alcohol consumption and risk 
of coronary heart disease. Alcohol consumption in the range of less 
than 10 g to 50 g pure alcohol per day reduces the risk of coronary 
heart disease by 25-50% ( 1 ). 

The negative relationship between alcohol consumption and risk 
of coronary heart disease is present across all age ranges for both men 
and women, although it appears greater for older people. Most of the 
reduction in risk can be achieved by consuming less than 10 g a day. 
The reduction in risk is not strongly dose-related: some studies have 
shown an increased risk at consumption levels of over 60 g a day. 

The negative relationship between alcohol consumption and risk 
of coronary heart disease is greater when consumption is spread 
regularly throughout the week than when it is concentrated on one 
occasion during the week. It is not clear if the relationship is both 
long-term and short-term or only of a short-term nature; neither is it 
clear if the relationship is equally valid for all types of beverage. 

Alcohol and Stroke 

Alcohol consumption increases the risk of stroke, through an effect on 
haemorrhagic stroke. Low doses of alcohol may reduce the risk of 
non-haemorrhagic stroke, although not all studies agree ( 1 ). Because 
there is a dose-response relationship between alcohol consumption 
and blood pressure, controlling for blood pressure removes some of 
the effect of alcohol on risk of stroke. 

Alcohol and Overall Mortality 

For most industrialized countries, the overall relationship between 
alcohol consumption and mortality from all causes is J-shaped for 
both sexes ( 1 ). 
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Taking different age groups into consideration, the relationship 
between alcohol consumption and mortality from all causes is linear 
in younger age groups, with a steeper gradient for women than men, 
and J-shaped in older age groups. This age-specific pattern is due to 
the different causes of death for the different age groups: in younger 
age groups accidents and poisoning are more common, while in older 
age groups cardiovascular diseases become the major cause of death. 
In industrialized countries, the age when the relationship between al- 
cohol and mortality changes from linear to J-shaped is about 50 years. 
The lowest part of the J corresponds to a consumption of about 5-20 g 
of alcohol per day, and the cross-over is at about 30-40 g per day. 

What Causes the Reduced Risk of Coronary Heart 
Disease? 

At least four arguments have been made for the suggestion that the 
lower risk of coronary heart disease among moderate drinkers is an 
artefact (7). 

First, it has been suggested that non-drinkers include people who 
gave up drinking because they were unwell. Such people would be 
expected to have an increased rate of disease. Although both former 
drinkers and those who have never been drinkers have been shown to 
have a higher incidence of coronary heart disease than light or mod- 
erate drinkers, former drinkers have a greater risk of death from coro- 
nary heart disease than lifetime non-drinkers. 

Second, it has been suggested that abstainers have a greater bur- 
den of ill health than moderate drinkers, regardless of their previous 
drinking status. However, the reduced risk of coronary heart disease 
associated with light or moderate drinking remains when those with 
cardiovascular illnesses or risk factors at enrollment are removed 
from the analysis (although not all studies have demonstrated this). 
Furthermore, the reduction in risk persists throughout the total length 
of follow-up. 

Third, it has been suggested that non-drinkers are an unusual 
group in a society in which drinking alcohol is the norm. Both former 
drinkers and lifetime abstainers have characteristics that might ac- 
count for the excess mortality over light or moderate drinkers. When 
relevant psychosocial variables (such as psychological wellbeing, 
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social class and social isolation) are adequately taken into account, 
the J-shaped relationship between alcohol consumption and total 
mortality is very much reduced. 

Fourth, although many studies have controlled for the effect of 
cigarette smoking, it is clear that smoking is very much involved in 
the relationship between alcohol and total mortality. The J-shaped 
function is most pronounced for current cigarette smokers and the 
greatest mortality is found among non-drinkers who smoke. 

If the reduced risk for coronary heart disease is real, what is the 
biological mechanism? The protective effect may be mediated 
through atherosclerotic processes, including an increase in levels of 
high-density lipoproteins in the blood, as well as antithrombotic ef- 
fects, including a reduction in plasma fibrinogen levels and decreased 
platelet aggregation. 

It may be that the antithrombotic effects are more important; this 
could explain why the protective effect can be achieved with small 
doses of alcohol, and the presence of the effect among older people. 



ALCOHOL AND SOCIAL HARM 

Adverse consequences in areas of life such as friendship, health, hap- 
piness, home life, and study and employment opportunities all in- 
crease monotonically with increasing consumption. At a level of 20 g 
a day, Canadian data suggest that 20% of the population experience 
two or more adverse consequences in these life areas during a year 
( 19 ). Among both men and women, the proportion with diagnosable 
dependence rises regularly with alcohol consumption. At a level of 
20 g a day, over 10% of North American men and women are, ac- 
cording to the tenth revision of the International Classification of Dis- 
eases (ICD-10), alcohol-dependent ( 20 ). 

ALCOHOL AND VIOLENT HARM 

Increased frequency of heavy drinking is associated with a higher risk 
of accidents and intentional violence both towards oneself and others 
(such as suicide, family violence and other types of violent crime, 
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including robbery and rape). For all these forms of harm, there is a 
dose-response relationship with no evidence of a threshold effect (I). 



SIZE OF THE RISK 

A dose-response relationship without evidence of a threshold effect 
exists for a number of conditions. At levels of alcohol consumption of 
around 20 g a day, relative risk compared with no consumption has 
been estimated to be increased by 100% for cirrhosis of the liver, 20-30% 
for cancer of the oral cavity, pharynx and larynx, 10% for cancer of 
the oesophagus, 14% for cancer of the liver, 10-20% for cancer of the 
female breast and possibly 20% for stroke. There also appears to be a 
significant negative association, which is L-shaped and not dose- 
related, between alcohol consumption and risk of coronary heart dis- 
ease. At levels of alcohol consumption of between a few grams and 
40 g a day, the relative risk for coronary heart disease compared with 
no consumption is reduced by 25-50%. For people under 50 years of 
age, at consumption levels of around 20 g a day, all-cause mortality is 
increased by 15-20%; for people over the age of 50, 20 g a day is the 
point at which the increased risk of mortality rises above the lower 
part of the J curve. At an average consumption level of 20 g a day, 
20% of people experience significant adverse consequences of 
drinking, 10% report dependence on alcohol, and 10% report having 
been assaulted by someone else who had been drinking. 



DISTRIBUTION OF RISK 

In many developed countries, the drinking of a considerable pro- 
portion of the population is at hazardous or harmful levels. Through- 
out the WHO European Region as a whole, approximately one in 
three men and one in ten women are drinking over 20 g a day (21). 
The proportions are higher in countries where consumption is high 
and lower in those where it is low. 

Use of alcohol is related to a number of factors, including socio- 
demographic, economic and regional ones (22). Consumption of 
alcohol is higher among men than among women, and declines with 
age in both sexes. Levels of drinking in young adulthood predict 
drinking patterns in later life. Being unmarried or becoming divorced 
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or widowed are associated with increased consumption. Certain em- 
ployment categories, including the alcohol and hospitality industries, 
commercial fishing and the construction industry, are related to 
higher alcohol consumption. Being unemployed in the short term is 
related to increased consumption, whereas long-term unemployment 
is related to reduced consumption. 

Women in the professional classes consume more alcohol than 
women in other social classes. Men show no obvious pattern in rela- 
tion to social class, but there is a pattern related to income. For both 
men and women, as income increases, the proportion of the popula- 
tion that consumes a large amount of alcohol increases. 
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Effectiveness of Brief 
Interventions 



Brief interventions comprise an assessment of alcohol intake, infor- 
mation on hazardous and harmful drinking, and clear advice for the 
individual on reducing consumption. Brief intervention sessions are 
often accompanied by information booklets and details of further re- 
sources available locally. Although findings are not consistent across 
all studies, brief interventions have been shown to be effective in re- 
ducing alcohol consumption by over 20% in people with hazardous or 
harmful alcohol consumption ( 15 ). 

When comparing brief interventions with specialist treatment, 
there is no evidence of any extra benefit of the latter ( 15 ). However, 
this is a general conclusion and matching treatment to the individual 
needs of particular subgroups of patients may improve effectiveness, 
although this has yet to be clearly demonstrated. 

In addition, brief interventions reduce health care costs and lead 
to improved health ( 3 ). The co§ts of screening and intervention pro- 
grammes are low. In the United Kingdom, for example, it has been 
estimated that the cost of screening to a general practitioner is £2.40 
per patient screened and the cost of a brief intervention is £20. The 
costs of a general practitioner, including all overheads and staff costs, 
are £1 .20 per minute. Thus, the total cost of identifying and advising a 
person with hazardous or harmful alcohol consumption is £40, lead- 
ing to an average reduction in alcohol consumption of 24%. 
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RESEARCH RESULTS 

Two examples of large studies are the study on lifestyles and health 
by the Medical Research Council (MRC) in the United Kingdom and 
a WHO study. 

MRC Study on Lifestyles and Health 

In the MRC study, 917 male and female heavy drinkers (defined as 
weekly consumption of over 350 g for men and 210 g for women) 
were recruited on the basis of a health screening questionnaire ( 23 ). 
Heavy drinkers were allocated randomly to a control group, which 
received an assessment interview, and to a treatment group. Those in 
the treatment group received 15 minutes of advice from their general 
practitioner on reducing their alcohol consumption. Men in the con- 
trol group (N = 322) reduced their alcohol consumption from an aver- 
age of 640 g to 560 g per week at one-year follow-up. Men in the 
treatment group (N = 318) reduced their consumption on average 
from 620 g to 440 g per week. There was a highly significant differ- 
ence between the treatment and control groups (P < 0.001) which was 
corroborated by significant differences in serum gamma-glutamyl 
transferase (GGT) levels. A treatment effect was also observed for the 
women, although the magnitude was less. Women in the control 
group (N = 137) reduced their average consumption from 370 g to 
300 g per week at one-year follow-up, while those in the treatment 
group (N = 130) reduced their average consumption from 350 g to 
240 g per week (P < 0.05). There was no significant difference in 
GGT levels at follow-up between the treatment and control groups. 
The study also demonstrated that the proportion of excessive drinkers 
decreased in relation to the number of advice sessions they had at- 
tended with their general practitioner. For those men who only re- 
ceived one session, 79% remained excessive drinkers at one-year 
follow-up; of those who received five sessions, 41% remained exces- 
sive drinkers. The respective figures for the women were 67% and 
31%. 

WHO Study 

The WHO study was a cross-national multicentre clinical trial of 
brief intervention procedures, designed to reduce the health risks 
associated with hazardous alcohol use ( 24 ). In total, 1655 heavy 
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drinkers (1356 males and 299 females) were recruited from a combi- 
nation of hospital settings, primary care clinics, work sites and edu- 
cational institutions. Individuals were recruited either on the basis of 
their alcohol consumption (350 g per week or more for men and 225 g 
per week or more for women) or on the basis of their frequency of 
intoxication (100 g on one occasion twice a month or more for men, 
and 65 g or more on one occasion twice a month or more for women). 
Eight centres followed a core research design that consisted of ran- 
domly assigning heavy drinkers to a control group that received an 
assessment interview, to a simple advice group that received in addi- 
tion five minutes of advice about the importance of sensible drinking 
or abstinence, or to a brief counselling group that in addition received 
a self-help manual and an extra 15 minutes of counselling. The health 
adviser was a nurse for 46% of patients, a psychologist for 18%, a 
doctor for 18% and another professional for 18%. 

For the men, while the control group reduced its typical daily 
consumption by 10.1%, patients in the simple advice group reported a 
reduction of 37.8% (P < 0.05) and those in the brief counselling 
group, 3 1 .9% ( P < 0.05) (Fig. 3). 

Fig. 3. Average daily consumption of pure alcohol on entry to the study 
and at follow-up, all centres, males 
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Source : Babor & Grant (24). 
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For the women, reductions in alcohol consumption were ob- 
served in both the control and intervention groups, with no significant 
differences between them (Fig. 4). 



Fig 4. Average daily consumption of pure alcohol on entry to the study 
and at follow-up. all centres, females 
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Source: Barbor & Grant (24). 

Effective Components of Brief Interventions 

The target of brief intervention should be the consumption of alcohol 
itself, and it might be useful to define very brief interventions as those 
comprising 5-10 minutes of simple advice plus a leaflet, and brief 
interventions as those comprising condensed cognitive-behavioural 
therapy, the use of self-help manuals, and follow-up visits (12). At 
present there is some, albeit not consistent, evidence to suggest a su- 
perior effect of brief as opposed to very brief interventions (25). The 
incorporation of the principles of the process of change model (13) 
and the techniques of motivational interviewing (14) may lead to im- 
proved outcomes. 

Age, socioeconomic status and marital status do not appear to 
predict outcome. In some studies the initial level of consumption pre- 
dicted outcome, with heavier drinkers reducing their alcohol con- 
sumption by a significantly greater amount at follow-up than lighter 
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drinkers, but this finding is not consistent and may be an effect of re- 
gression towards the mean. 

In the WHO study, brief counselling worked best among those 
without a recent problem. Among those with a recent problem, simple 
advice worked best, suggesting that the effect of minimal intervention 
is enhanced when the patient has experienced a recent alcohol-related 
problem. 

There is greater evidence for a treatment effect in men than in 
women: in a number of studies, women in the control groups reduced 
their consumption as much as those in the treatment groups. Further 
work in this area needs to be done, and it may be that gender-specific 
intervention strategies should be evaluated. 

These studies can be difficult to interpret ( 26 ) and, because of 
problems with the representativeness of results, caution should be 
used in interpreting research findings in terms of the public health 
impact on the wider community ( 27 ). 
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To identify patients who might benefit from brief intervention, it is 
necessary to screen the population by means of a questionnaire. The 
whole adult population should be screened, preferably by embedding 
alcohol-related questions within lifestyle questionnaires ( 22 ). 

A screening questionnaire with high sensitivity is able to identify 
the majority of individuals with genuine hazardous or harmful alcohol 
consumption. For example, a sensitivity of 90% means that the screen- 
ing questionnaire will identify as positive 90 out of 100 people known 
to have hazardous or harmful alcohol consumption, and will miss the 
other 10, who are termed “false negatives”. Specificity refers to the 
screening questionnaire’s ability to exclude false cases; that is, the 
greater its specificity, the less likely the questionnaire is to give posi- 
tive results for individuals who do not in fact have hazardous or 
harmful alcohol consumption. 

The benefits of routine screening include: 

• educating drinkers about the hazards of heavy drinking; 

• identifying problems before serious dependence has developed; 

• motivating patients to change their drinking behaviour; and 

• exposing people at risk to brief but effective interventions. 

Patients tend to answer most accurately to screening instruments 
when: 

• the interviewer is friendly and non-threatening; 
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• the purpose of the questions is clearly related to a diagnosis of 
their health status; 

• the patient is alcohol- and drug-free at the time of screening; 

• the information is considered confidential; and 

• the questions are easy to understand. 



RECOGNIZING HAZARDOUS ALCOHOL CONSUMPTION 

Different methods have been used to measure alcohol consumption, 
including quantity-frequency measurement and description of occa- 
sions ( 28 ). In the quantity-frequency questionnaire, respondents are 
asked about their drinking of each of three types of alcoholic bever- 
age, namely beer, wine and spirits. For each beverage type, the usual 
frequency of drinking over a one-month, three-month or longer period 
is recorded. The usual quantity of each beverage type drunk on each 
occasion is also elicited (Fig. 5). 

Although the method is widely used, there can be some difficul- 
ties with its interpretation in terms of rate of consumption. First, it is 
not clear how respondents interpret the questions, which seem to re- 
quire the reporting of the most usual pattern of consumption rather 
tha 1 the overall average frequencies and quantities, which will often 
be greater. A second difficulty concerns possible effects of question 
formulation and response category. Underreporting in this instance is 
best allowed for by providing very high response categories. 

Quantity-frequency measurements are more reliable when meas- 
uring regular drinking patterns than when describing drinking occa- 
sions. Quantity-frequency questionnaires have high test-retest reli- 
ability and substantial validity. As a screening instrument for haz- 
ardous alcohol consumption in general practice, quantity-frequency 
questionnaires have a sensitivity of 70% and a specificity of 76%. 

A second approach to measuring alcohol consumption is the di- 
ary method, based on consumption over a number of days in the week 
prior to interview. The main difficulty with this approach is variabil- 
ity of individual consumption. 
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Fig. 5. Quantity-frequency measure of alcohol consumption 
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Underreporting on completed questionnaires on alcohol con- 
sumption has been studied. Respondents tend to underestimate the 
frequency of drinking and to overestimate the quantity consumed on a 
typical drinking occasion. Deliberate underreporting of alcohol con- 
sumption may also occur, because of the stigma associated with ex- 
cessive alcohol use and its behavioural effects. There is some evi- 
dence that the level of reporting may increase if contact with the in- 
terviewer is reduced or eliminated. Computerized interviewing tech- 
niques, for example, have been shown to elicit higher self-reported 
consumption levels than personal interviews. 

RECOGNIZING HARMFUL ALCOHOL CONSUMPTION 

Alcohol Use Disorders Identification Test 

WHO has developed a simple instrument to screen for people with 
early signs of alcohol-related problems (29): the alcohol use disor- 
der identification test (AUDIT). The core screening instrument con- 
sists often simple questions (see Annex 1). 

Each item is scored by checking the response category that 
comes closest to the patient’s answer. A score of eight or more pro- 
duces the highest sensitivity and is used as the cut-off point. In gen- 
eral, high scores on the first three items, in the absence of elevated 
scores on the remaining items, suggests hazardous alcohol use. Ele- 
vated scores on items 4-6 imply the presence or emergence of al- 
cohol dependence. High scores on items 7-10 suggest harmful alco- 
hol use. 

The sensitivity has a mean value of 92%, and is higher in men 
than in women. The specificity has a mean value of 93%, and is 
higher in women than in men. Two thirds of those who score eight 
or above with AUDIT will experience alcohol-related problems 
over the following three years, compared with 10% of those with 
lower scores (30). 

The instrument has an additional screening procedure that in- 
cludes a two-question trauma history, a brief clinical examination, 
and a blood test. 
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AUDIT has the advantage of cross-national standardization, 
having been developed in primary health care settings in six coun- 
tries. Additional advantages are that: 

• it identifies hazardous and harmful alcohol use; 

• it is brief, rapid and flexible; 

• it is designed for primary health care workers; 

• it is consistent with the ICD-10 definitions of alcohol depend- 
ence and harmful alcohol use; and 

• it focuses on recent alcohol use. 

Other Measures 

Other measures of the psychosocial consequences of drinking include 
the twenty-five-item Michigan Alcoholism Screening Test (MAST) 
and its shortened ten-item version, and the four-item CAGE question- 
naire, none of which was designed for use in primary health care set- 
tings (28). CAGE is a more sensitive instrument than the MAST 
questionnaires for identifying individuals with drinking problems in 
general hospital and general practice populations. Two or more posi- 
tive replies to the CAGE questionnaire are said to identify the prob- 
lem drinker. Although it is reported in general hospital settings to 
have a high sensitivity (85%) and specificity (89%), the CAGE in- 
strument provides less information for intervention than the longer 
AUDIT instrument. 

Biological Markers 

The most commonly used biological markers of excessive alcohol 
consumption are mean corpuscular volume (MCV) and GGT level 
(22). Of these, GGT is the better predictor. Although MCV is related 
to alcohol consumption, a raised MCV is very unreliable as a screen- 
ing instrument. 

There is a positive relationship between alcohol consumption and 
GGT levels. Increased GGT activity in the serum can be observed 
after a few weeks of alcohol intake. Following reduction in drinking, 
serum GGT levels return to normal within 2-A weeks. The rise of the 
enzyme in the serum is primarily due to hepatic enzyme induction. 
Nevertheless, GGT is not very good as a screening instrument. The 
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proportion of heavy drinkers with a raised level (more than 50 iu/1) is 
about 50%. The false-positive rate is between 10% and 20%. Other 
causes of a raised GGT include diseases of the liver, biliary tract and 
pancreas. The most important use of GGT is in monitoring changes in 
alcohol consumption. 
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ADVICE TO INDIVIDUALS 

For individual drinkers at low risk, and for those below the cut-off 
points for intervention for hazardous alcohol consumption (see 
Chapter 6), the role of primary health care providers includes giving 
individual health advice (see Chapter 1). There are a variety of conse- 
quences of drinking and a variety of guidelines on the best advice on 
low-risk drinking for individuals. The following guidelines and ex- 
planatory text were developed by the Addiction Research Foundation, 
Toronto, following an international symposium, held in 1993 (31) and 
are applicable to most industrialized countries. They concern drinking 
patterns with a low risk of any adverse consequences of drinking. In 
North America, a standard drink contains about 12 g pure alcohol and 
in Europe about 10 g. 

1 . As a general rule , people should not consume more than two 

standard drinks in any day . 

This limit is based on consumption levels for adult men of aver- 
age build and in good health. The risk of health problems to the indi- 
vidual is minimal if consumption is not above this level. 

2. Lower levels are appropriate for specific groups. 

Lower limits are appropriate for some people, owing to differ- 
ences in body weight, body composition and metabolism. Even one 
drink a day may be associated with an elevated risk of breast cancer in 
women. There are other circumstances, such as breastfeeding, in which 
drinking should be minimized, even among low-risk drinkers. Lower 
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limits are appropriate for inexperienced drinkers and those of low 
body weight. 

3. Those who currently abstain from alcohol should not begin 
drinking in order to reduce their risk of developing health prob- 
lems. 

The exact pattern of low-risk drinking that confers the maximum 
reduction in coronary heart disease is not yet known. For many if not 
most abstainers, the risks associated with drinking would outweigh 
any reduction in the risk of coronary heart disease. Although there are 
some abstainers in whom that risk might be reduced, they should nev- 
ertheless consider alternatives such as regular light exercise and re- 
duced dietary fat. 

4. Those who do not drink every day should not increase their con- 
sumption to reduce their risk of developing health problems. 

Any reduction in overall risk from drinking alcohol is likely to 
be limited to low levels of consumption. Most of the reduction in the 
risk of coronary heart disease may be gained from as little as one 
drink every other day. Although the exact pattern of drinking that re- 
duces the risk of coronary heart disease is not yet known, it is likely 
that increasing consumption by occasional drinkers would in many 
cases increase the overall risk of adverse health effects. 

5. Those who drink more than two drinks in any day should reduce 
their consumption of alcohol. 

The limit of two standard drinks in any day is appropriate for in- 
dividual health advice and clinical interventions aimed at reducing 
drinking that exceeds the low-risk maximum. Those consuming more 
than this are unlikely to gain any further reduction in the risk of coro- 
nary heart disease, and they incur a higher risk of a variety of adverse 
health and social consequences. 

6. To minimize any risk of dependence, there should be at least one 
day per week when no alcohol is consumed. 

Many studies have shown a relationship between daily drinking 
and high consumption. 

7. Those who consume alcohol should avoid drinking to intoxication. 

Drinking to intoxication greatly increases the risk of adverse 
health and social consequences. 
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8. Pregnant women should abstain from alcohol . 

This recommendation is based on consideration of the risk of 
fetal alcohol syndrome (FAS) and fetal alcohol effects (FAE). A 
clear threshold of alcohol consumption, above which there is de- 
monstrable and significantly elevated risk of FAS or FAE, has yet 
to be established. The risk of an adverse outcome of pregnancy 
from low-volume consumption has not been established. Some 
studies have found effects from ‘‘moderate” prenatal consumption, 
while others have not. Episodic drinking and drinking during the 
first trimester of pregnancy appear to be particularly risky. In one 
prospective study, a progressive relationship was found between 
level of alcohol intake during pregnancy and facial abnormalities in 
the newborn infant, with an effect even at the lowest level of intake. 
Since no safe level of consumption has been established, it would 
be prudent for pregnant women not to consume alcohol at all. In- 
deed, given the relatively higher risk involved in the first trimester 
of pregnancy, it would be advisable for women who are planning a 
pregnancy to avoid drinking. 

9. The use of alcoholic beverages is contraindicated in certain 
other circumstances , and for certain individuals. These indi- 
viduals include those: 

• with certain psychological and physical illnesses and condi- 
tions 

• taking certain medications or psychoactive drugs 

• operating vehicles or machinery 

• responsible for public order or safety 

• who have shown a persistent inability to control their drinking 

• who are legally prohibited from drinking, such as underage 
persons. 

10. People considering increasing their drinking for any health 
reason should consult their physician before doing so. 

The family doctor can identify factors for which alcohol may 
be contraindicated. Doctors can also identify medications that may 
interact with alcohol, and can provide information on alternative 
ways of reducing the risk of coronary heart disease. 
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ADVICE TO THE PUBLIC 

Health advice given by primary health care providers in clinical 
situations can be tailored to the individual. A different approach is 
required for public health education ( 32 ). The basic message, which is 
consistent with the advice tailored to the individual, is “less is better”. 
Except for coronary heart disease, the epidemiological evidence can 
be summarized as follows: across the entire range of alcohol con- 
sumption, the lower the consumption of alcohol, the better for health. 

Taking coronary heart disease into account, the conclusions must 
be separated for age groups. For younger people with almost no risk 
of coronary heart disease, the lower the consumption of alcohol, the 
better for health. For older people, with an increased risk of coronary 
heart disease, the same principle applies, except that, below about one 
drink every other day, most of the benefit in terms of a reduced risk of 
coronary heart disease is lost. 

Individual advice to abstainers with a high risk of coronary heart 
disease should present alternative ways of reducing that risk, such as 
increased physical activity, changes of diet, and avoidance of tobacco 
smoke. 

The exact age that separates younger and older groups for this 
purpose depends on the mortality pattern of the country in question. 
In many industrialized countries that age is about 50 years. Given the 
declining mortality rate from coronary heart disease in some coun- 
tries, the age may increase. 
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The role of the primary health care provider for individuals with haz- 
ardous or harmful alcohol consumption includes the giving of per- 
sonal advice on reducing consumption (see Chapter 1). This chapter 
discusses interventions for hazardous alcohol consumption and moti- 
vational interviewing for harmful alcohol consumption. There is some 
overlap, and both techniques can be used for both types of consump- 
tion. 



INTERVENTION FOR HAZARDOUS ALCOHOL 
CONSUMPTION 

Hazardous alcohol consumption can be defined as a level of con- 
sumption or pattern of drinking that is likely to result in harm should 
present drinking habits persist. This means more than an average of 
20 g of pure alcohol per day or more than 40 g on any one day. 

When designing screening and brief intervention programmes in 
primary health care, however, higher levels can be taken as the cut-off 
point for brief interventions. Higher levels are suggested in order to 
be able to provide an effective service with targeted interventions 
within the cost and time constraints of primary health care. An appro- 
priate level of regular consumption is 350 g of pure alcohol or more 
per week for men and 210 g or more per week for women, levels that 
have been used as the cut-off points for many of the studies testing 
the effectiveness of brief interventions. On average, throughout the 
European Region, approximately one in six men and one in twelve 
women will be consuming more than these levels. An appropriate cut- 
off point for frequency of intoxication is 100 g on one occasion twice 
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or more per month for men, and 65 g or more on one occasion twice 
or more per month for women. 

Five minutes’ advice is all that is needed to gain a reduction in 
hazardous alcohol consumption ( 33 ). Firm but friendly advice on cut- 
ting down should be given. Patients should be reassured that they are 
not thought to be alcoholics, but that if they go on drinking at the cur- 
rent rate they are at increased risk of damaging their health, and of 
having work and personal problems. 

The types of harm that can arise from too much drinking can be 
explained to the patient. These include raised blood pressure, head- 
aches, stomach upsets, anxiety and depression, sexual difficulties, 
overweight, sleeping problems, poor concentration, poor work per- 
formance, accidental injuries, liver disease, hangovers, cancer, irritability 
and financial worries. 

The positive reasons for drinking less can be pointed out. These 
include a lower risk of accidents, high blood pressure or liver disease, 
a possible reduction in weight, improved concentration and a clear 
head, fewer hangovers, headaches and stomach upsets, sounder sleep 
and less tiredness generally, more energy and time for new activities, 
fewer arguments with friends and family, more pleasure out of sex, a 
new sense of being in control of life and of feeling fitter, extra money 
and, if trying for a baby, an improved chance of success for both men 
and women. 

A patient’s ultimate target should be no more than 40 g in any 
one day and no more than 140 g per week. Some people will want or 
need to abstain from alcohol altogether. It is important that the patient 
agree that the target is realistic and, for someone drinking heavily, a 
higher interim target might be set with a long-term aim to cut down 
further. 

The patient should be encouraged to keep a regular drinking 
diary as a way of measuring progress and of sticking to new levels 
of alcohol consumption. If there is time, the last seven days’ drink- 
ing can be reviewed, noting down each day’s drinking in units of 
alcohol and working out the weekly total. This will help make sure 
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that patients understand how to use the diary, and will give them a 
baseline from which to assess progress. 

Patients’ motivation will be strengthened if it is made clear that 
their progress will be followed. Self-help booklets are available as a 
supplement to the doctor’s advice. These booklets advise the patient 
on getting ready for cutting down on alcohol, and provide some tips 
on how to cut down. 

The aim of the simple advice is gently to persuade the drinker to 
study any self-help booklets that have been provided, to consider 
whether a change in drinking habits is needed and to set drinking 
limits, which may include abstinence. 

In summary, the goals for simple advice are: 

• to identify any known alcohol-related problems, emphasizing the 
possible relationship between these problems and drinking; 

• to introduce any self-help booklets and make sure that patients 
realize that they are in the hazardous drinking category; and 

• to emphasize the idea of drinking limits, including the advisabil- 
ity of at least two or three days of abstinence each week. 



INTERVENTION FOR HARMFUL ALCOHOL CONSUMPTION 

Harmful alcohol consumption is that which causes harm to the psy- 
chological or physical wellbeing of the individual ( 8 , 9 ). Brief moti- 
vational interviewing as developed by Rollnick et al. ( 34 ) should be 
offered to patients with harmful alcohol consumption. This approach, 
which is widely liked by doctors and nurses in general practice and 
which can also be used for hazardous alcohol consumption, is based 
on the fact that ambivalence about patients changing their alcohol 
consumption is a common problem in health care consultations. 

Health professionals are used to speaking to patients about the 
need to drink less. However, since the most common form of consul- 
tation involves the delivery of medical advice controlled by the health 
professional, negotiations about reducing harmful drinking frequently 
take the form of persuasion. Although, as demonstrated by research, 
giving advice about reducing harmful drinking clearly works with 
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some patients, success rates could be higher. One problem with giv- 
ing such advice is that many patients are not ready to change, and 
thus direct persuasion may push the patient into a position of defen- 
siveness. 

Ambivalence is a common and normal experience. For people 
with a drinking problem, there is a conflict between indulgence and 
restraint, each having its associated advantages and disadvantages. 
The intensity with which people experience this conflict varies a great 
deal, and appears to increase as the person approaches decision- 
making. The most effective way of helping patients is to explore this 
conflict and to encourage them to express their reasons for concern 
and the arguments for change. 

Patients with harmful alcohol consumption are at various 
points on a continuum with respect to their readiness to change (Fig. 
6). At one end of the continuum are those who are not at all ready to 
consider change. Towards the other end are those in the process of 
decision-making and actual change, while those between these ex- 
tremes are in a state of ambivalence about their drinking. Among 
individuals with harmful alcohol consumption, between a quarter 
and a third will not to be ready for change, between a quarter and a 
third will be ready to change, and between a third and a half will be 
ambivalent about changing. People can move backwards and for- 
wards along this continuum. Helping them move forward, even if 
they do not reach a decision to change, let alone make a change, is 
an acceptable outcome of a consultation. If health professionals talk 
to patients as if they were further along the line than they really are, 
the likely outcome will be resistance. The first task of the health 
professional is therefore to establish the patient’s degree of readi- 
ness for change, and then to select a strategy appropriate to this 
level of motivation. 



Fig. 6. The process of change 
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Brief Motivational Interviewing 

The approach developed by Rollnick et al. ( 34 ) includes the following 
menu of eight strategies, each of which takes 5-15 minutes to work 
through: 

1. opening strategy: lifestyle, stress and alcohol use 

2. opening strategy: health and alcohol use 

3. a typical day/week session 

4. the good things and the less good things 

5. providing information 

6. the future and the present 

7. exploring concerns 

8. helping with decision-making. 

As the health professional moves down the menu, so the strate- 
gies require a greater readiness to change from the patient. While 
strategies towards the top of the menu can be used with almost all 
patients, those towards the bottom can only be used with the smaller 
number of patients who are making a decision to change. Strategies 1 
and 2 are opening strategies. Strategies 3 and 4 provide a solid plat- 
form of rapport and help the health professional understand the pa- 
tient’s life circumstances. Further progress down the menu depends 
on a readiness to change. If the patient openly expresses concern 
about his or her drinking, strategies 7 and 8 can be used. If the patient 
appears unconcerned, however, strategies 5 and 6 should be used. 

Opening strategy: lifestyle , stresses and alcohol use 

This strategy involves talking generally about the person’s current 
lifestyle and stress levels, and then raising the subject of alcohol with 
an open question such as, “Where does your use of alcohol fit in?”. 

Opening strategy: health and alcohol use 

This strategy is particularly useful in general practice when the health 
professional thinks that alcohol use is causing health problems. A 
general inquiry about health is followed by a simple open question 
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such as, “Where does your use of alcohol fit in?” or “How does your 
use of alcohol affect your health?”. 

A typical day/week/session 

The functions of this strategy are to build rapport, to help the patient 
talk about current behaviour in detail within a non-pathological 
framework and to assess in more detail the degree of readiness to 
change. Because the health professional makes no reference to prob- 
lems or concerns, it is particularly useful for patients who seem un- 
ready to consider change. It is also a useful starting point for other 
more ready patients, since it helps the health professional understand 
the context of the behaviour in question and can produce a wealth of 
information relevant to assessment. 

A typical day, week or drinking session is identified and the health 
professional begins as follows: “Can we spend the next 5-10 minutes go- 
ing through this day (week, session) from beginning to end? What 
happened, how did you feel and where did your use of alcohol fit in? 
Let’s start at the beginning.”. The aim is to follow the patient through 
a sequence of events, focusing on both behaviour and feelings, with 
simple and open questions being the main input from the health pro- 
fessional. 

The good things and the less good things 

This strategy helps build rapport, provides information about context, 
and enables an assessment of readiness to change to be made. It ap- 
proaches the exploration of concerns, although it avoids using terms 
such as problem or concern. The patient can be asked, “What are 
some of the good things about your use of alcohol?” or “What do you 
like about your use of alcohol?”. Then the patient is asked, “What are 
some of the less good things about your use of alcohol?” or “What do 
you dislike about your use of alcohol?”. Once both questions have 
been answered, the health professional should summarize the good 
things and the less good things, saying, for example, “So, using alco- 
hol helps you relax, you enjoy using it with friends and it helps when 
you are really feeling fed up. On the other hand, you say that you 
sometimes feel controlled by alcohol, and on Monday mornings you 
find it difficult to do anything at work.”. 
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Providing information 

Giving patients information is a routine task of health professionals. 
The way in which information is given, however, can have a crucial 
effect on how the patient responds and reacts. There are three phases 
of giving information: ensuring the readiness of the patient to receive 
it, providing it in a neutral and non-personal way, and seeking a reac- 
tion with an open question such as, “What do you make of this?”. At 
the outset it is useful to seek permission from the patient to give in- 
formation, using a question such as, “I wonder, would you be inter- 
ested in knowing more about the effect of alcohol on health?”. Infor- 
mation is best provided neutrally, by referring to what happens to 
people in general rather than to the particular patient. 

The future and the present 

This strategy can only be used with patients who are concerned at 
least to some degree about their drinking. Focusing on the contrast 
between the patient’s present circumstances and the way he or she 
would like to be in the future may uncover a discrepancy that can be a 
powerful motivating force. A useful question is, “How would you like 
things to be different in the future?”. The health professional can then 
focus on the present by asking, “What is stopping you doing these 
things you would like to do?” and “How does your use of alcohol af- 
fect you at the moment?”. This often leads directly to an exploration 
of concerns about alcohol use and the issue of changing drinking 
habits. 

Exploring concerns 

This is the most important strategy of all, since it provides the frame- 
work for eliciting from patients their concerns about their drinking. It 
can only be used with patients who do have concerns, and therefore 
cannot be used with someone who is not considering change. After 
the patient has answered the opening question, “What concerns do 
you have about your use of alcohol?”, the strategy simply involves 
summarizing the first concern and then asking, “What else, what 
other concerns do you have?” and so on until all concerns have been 
covered. The strategy ends with a summary that highlights not only 
these concerns but also the positive benefits of alcohol use expressed 
by the patient; this is done to bring out the contrasting elements of the 
patient’s ambivalence. 
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Part of the patient’s conflict involves wondering what would 
happen if a change in drinking were to take place. A similar strategy 
can therefore be constructed around concerns about changing. The 
opening question would be something like, “What concerns do you 
have about reducing your use of alcohol?”. 

Helping with decision-making 

This strategy can only be used with patients who indicate some desire 
to make a decision to change. Patients should not be rushed into deci- 
sion-making. Options for the future should be presented, rather than a 
single course of action. What other patients have done in a similar 
situation can be described. The professional should emphasize to the 
patient that, “you are the best judge of what will be best for you”. In- 
formation should be provided in a neutral, non-personal manner. Fail- 
ure to reach a decision to change is not a failed consultation. Resolu- 
tions to change often break down; the patient should understand this 
and be told that future contact should take place even if things go 
wrong. Commitment to change is likely to fluctuate, and the health 
professional should expect this to happen and empathize with the pa- 
tient’s predicament. 

This patient-centred approach to negotiating behavioural change 
is a new skill for many health professionals. Although it is more time 
consuming, a patient-centred approach is more effective than simply 
giving advice and, thus, will be of more benefit to the patient in the 
long run. 

Finally, it should be repeated that the brief interventions de- 
scribed in this review are designed for those patients with hazardous 
or harmful alcohol consumption. Patients who show signs of depend- 
ence or serious physical illness as a result of their alcohol consump- 
tion will require a different approach. The goal of intervention here 
may be abstinence and referral to a more specialized service ( 6 ). 
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Barriers to 
Implementation 



Although most primary health care providers regard brief interven- 
tions for hazardous and harmful alcohol consumption as important, 
they tend to underuse them ( 27 ). Even when they do offer brief in- 
terventions, they tend to rely on techniques that are ineffective, and 
seldom offer more effective behavioural change techniques. 



Reasons given by primary health care providers for their failure 
to practise more brief interventions include: 

• a lack of positive reinforcement, arising from relatively low suc- 
cess rates with individual patients leading to potential poor uptake; 

• perceived inappropriateness of asking all adult patients about 
alcohol consumption; 

• lack of training; 

• lack of time; 

• inadequate financial reimbursement; 

• lack of systematic strategies and protocols; 

• limited availability of appropriate materials, including screening 
instruments; and 

• minimal support from other staff. 

Other barriers include a lack of familiarity with current recom- 
mendations; attitudinal problems such as lack of confidence, unreal- 
istic expectations and mistaken beliefs about ethical issues; and lack 
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of basic behavioural science skills and training. Even when these bar- 
riers to implementation are accounted for, however, primary health 
care providers fail to undertake brief interventions as recommended. 
One reason for this is uncertainty as to which services should be of- 
fered. 

Another possible reason for the reluctance of primary health care 
providers to perform brief interventions is scepticism about their 
clinical effectiveness. It is often unclear whether certain preventive 
interventions can significantly reduce morbidity or mortality from 
alcohol consumption. It is also unclear how to compare the relative 
effectiveness of different preventive services, making it difficult for 
busy practitioners to decide which interventions are most important 
during a brief patient visit. A broader concern may be that some in- 
terventions could do more harm than good. 

It is important, therefore, to develop internationally agreed com- 
prehensive recommendations on brief interventions, and to provide 
support and education in implementing these services. 

OVERCOMING BARRIERS 

Some of these barriers can be overcome through appropriate profes- 
sional training and continuing education, recognizing that primary 
health care providers regard the detection and management of hazard- 
ous and harmful alcohol consumption as important and that such ac- 
tivities are consistent with their holistic approach to health care. 

Several randomized controlled trials have shown that compliance 
with disease prevention and control regimens can be improved 
through the use of practice-based reminder systems. Among the tools 
used are chart reminders and flow sheets, cues on computerized pa- 
tient records, records kept by patients and various forms of per- 
formance feedback. Effectiveness can be further enhanced by appro- 
priate client tracking systems. 

Training and ongoing follow-up encourage primary health care 
providers to participate in health promotion activities. For example, it 
has been demonstrated that a recruitment strategy based on face-to-face 
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interviews with primary health care staff is ten times more effective 
than a postal recruitment strategy. Furthermore, trained practitioners 
are both more likely to be involved in preventive programmes and to 
have higher success rates than untrained practitioners. The continuing 
provision of support following training also leads to a higher rate of 
continued involvement in preventive programmes. 

Facilitators 

There are a variety of ways to support health promotion programmes 
in primary health care. In some countries, facilitator programmes 
have been provided to enable and support organizational change 
within primary health care, including the setting up of risk manage- 
ment programmes, the adoption of minimum standards for screening 
and intervention, and the auditing of records. Facilitators have been 
shown to lead to an increased recording of risk factors in patients’ 
notes. Facilitators can play a crucial role in motivating primary health 
care teams to practise health promotion. 

In setting up the facilitator model. Rush et al. ( 35 ) made the fol- 
lowing proposals. 

• The health facilitator should be seen as a link between research 
and development in the field of alcohol and primary health care 
on the one hand, and the practitioner and other members of the 
health care team in the local community on the other. 

• The facilitator should act as an agent for change, actively pro- 
moting and assisting the adoption of new types of behaviour or 
attitudes necessary for implementing the alcohol protocols and 
interventions among the target group. 

• The facilitator should work with practitioners from the outset to 
establish small successes with patients, from which more posi- 
tive attitudes and a stronger motivation to work with these pa- 

‘ uents can emerge. 

• The role of the facilitator in direct patient counselling, which 
does not usually go beyond assisting with individual cases at the 
request of the practitioner, must be made clear in all communi- 
cation strategies and materials. 
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• The facilitator should have a health or health education back- 
ground, and should also possess strong interpersonal communi- 
cation skills. 

• The patient screening and intervention protocols should take a 
broad perspective on lifestyles, and should include both alcohol 
and tobacco components. 

• The facilitator’s work must be tailored to some extent to each 
medical practice; structures should be flexible enough to allow 
practitioners and other office staff sufficient freedom to adapt the 
programme to their way of working and idiosyncrasies. 

• The facilitator model contains the key features of personal con- 
tact and follow-up support; the facilitator should therefore de- 
liberately nurture the capabilities of the family practitioner and 
primary health care team to maintain the process of adopting the 
model. 

• The facilitator must strive to integrate the alcohol and tobacco 
protocols, and any appropriate supportive resource materials, at 
different levels within the medical practice; this includes working 
with both clinical and office staff. 

Contracts 

The structure of a health care system and the method of remuneration 
are important in determining the involvement of primary care provid- 
ers in disease prevention and health promotion services. 

In the implementation of its health strategy, for example, the 
United Kingdom recognized the importance of general practitioners’ 
contracts and terms and conditions of service ( 36 , 37 ). The 1990 gen- 
eral practice contract and revised terms of service made it clear that 
health promotion and disease prevention fell within the definition of 
general medical services. Since 1990, as part of their terms and con- 
ditions of service, general practitioners have been required: 

• to give advice, where appropriate, to a patient in connection with 
the patient’s general health, and in particular about the signifi- 
cance of diet, exercise, the use of tobacco, the consumption of 
alcohol and the use of drugs and solvents; 
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• to offer patients consultations and, where appropriate, physical 
examination to identify or reduce the risk of disease or injury; 
and 

• to offer patients, where appropriate, immunization against mea- 
sles, mumps, rubella, pertussis, poliomyelitis, diphtheria and 
tetanus. 

Since 1993, general practitioners have also been entitled to item- 
of-service pay through three health promotion programme categories, 
each involving a different level of pay ( 27 ). Category 1, the minimum 
programme, requires that the general practitioner screen for smoking 
habits and offer advice and other appropriate interventions to reduce 
smoking. Category 2, in addition to addressing smoking, requires the 
general practitioner to screen for raised blood pressure and to offer 
appropriate interventions to reduce blood pressure. Category 3, which 
receives the maximum remuneration, also requires the general practi- 
tioner to screen and offer advice on other lifestyles issues, including 
alcohol consumption, diet and physical activity. 

Target-related pay has been introduced for immunization and 
cervical cytology smears, and could be extended to other preventive 
and health promotion activities. In relation to alcohol, targets could be 
developed for general practitioners on their interest, motivation, knowl- 
edge and skills and the prevalence of risk among patients. Fur- 
thermore, a postgraduate education allowance is paid, provided a gen- 
eral practitioner attends 25 days of education at two or more accredited 
courses in health promotion and disease prevention over a five-year 
period. 



PHASE III WHO COLLABORATIVE STUDY 

Drawing on many of the elements discussed in this chapter, WHO set 
up the Phase III Collaborative Study to review and test methods in the 
primary health care setting, which have been designed to enhance the 
uptake of early intervention strategies for those with hazardous or 
harmful alcohol consumption. The Phase III study follows on from 
the Phase I study in which the AUDIT questionnaire ( 29 ) was devel- 
oped, and the Phase II study in which the effectiveness of early brief 
interventions was demonstrated ( 24 ). 
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The Phase III study has two main objectives. The first is to ex- 
amine and document the attitudes, practices and incentives among 
primary health care workers in relation to early intervention for haz- 
ardous and harmful alcohol use in a range of countries with estab- 
lished primary health care services. The second is to evaluate and 
document the feasibility of implementing early intervention and 
health promotion strategies in the primary health care setting. The 
research programme, which is coordinated by the Department of Psy- 
chiatry at the University of Sydney, Australia, is based on three 
strands of investigation. 

Strand I 

The aim of strand I is to assess and document primary health care 
workers’ current practices and their opinion of early intervention, pre- 
vention and treatment in established alcohol dependence, and their role 
in providing these interventions ( 38 ). 

A systematic examination of the views of health care profes- 
sionals regarding the delivery of early intervention strategies and as- 
sociated activities is seen to be of fundamental importance. To im- 
plement early intervention strategies widely and successfully, it is 
crucial that the activities and underlying principles be acceptable to 
the health care professionals involved. According to diffusion theory, 
an essential component of successful implementation and dissemina- 
tion is that any innovation be compatible with the existing role of the 
professional who is required to use the innovation. The professional’s 
level of competence will significantly influence his or her ability to 
use new techniques. A range of appropriate research methods is used 
to pursue this question, including traditional quantitative survey or 
questionnaire methodologies and qualitative approaches such as in- 
terviews and small group discussions. 

Comparisons among countries will provide important informa- 
tion and a firmer basis for the design of education and training pro- 
grammes, intervention tools and screening instruments, and for the 
production of resource materials to assist health professionals. In 
mosfcountries the general practitioner is likely to provide the major- 
ity of primary health care services, although in some countries this 
may well be the role of community nurses, social workers or others. 
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Strand II 

The aim of strand II is to assess and document the incentives and 
disincentives for early intervention, preventive medicine and treat- 
ment of alcohol dependence in primary health care settings (39). 

Major issues warranting consideration include the organization 
of primary health care facilities in each participating country. Sub- 
stantial differences occur among countries in the organizational and 
administrative arrangements for providing comprehensive primary 
health care. For instance, some countries operate a full or partial re- 
imbursement system, or a capitation fee for each patient. In others, the 
services of the medical practitioner are provided through full-time sala- 
ried medical officers, or the system is based on a combination of differ- 
ent components. Other organizational and infrastructural issues that 
need to be considered in assessing incentives and disincentives include 
the question of whether there is a rebate scheme for screening. 

An important issue is the extent to which the strategies entailed 
in early intervention are seen to be in competition with other elements 
of the health system, or to threaten aspects of the provision of health 
care that generate income. Time constraints within the existing pri- 
mary health care system may also substantially impede the implemen- 
tation of early intervention strategies. In addition, time or lack of it, 
frequently has a direct effect on the clinician’s income. 

A model has been developed that attempts to encapsulate some 
of the major areas influencing the probability of a clinician’s inter- 
vention in a patient’s alcohol problem (40). This model identifies four 
major factors that may influence that probability, each factor contain- 
ing various components that determine its effect. 

The first factor is context , which includes remuneration and fee 
structures, government regulations, professional guidelines and medi- 
colegal precedents; the setting, such as a formal versus an informal 
medical setting; the availability of equipment, consumables and sup- 
port services; and the time available in relation to other demands and 
priorities. 

The second factor is the patient , whose components include the 
patient’s medical condition; whether the patient raises the problem; 
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demographic characteristics; personality variables; and whether the 
patient is cooperative or not. 

The third is patient-doctor interaction , which comprises length 
of relationship, frequency of interaction, outcome of previous con- 
sultations, and similarities or differences between the patient’s per- 
sonal and social characteristics and those of the doctor. 

The final factor is the doctor , whose components include the 
doctor’s demographic characteristics, personality variables, knowl- 
edge relevant to detection and treatment of the condition, past experi- 
ence (success or failure) in treating the condition, current possession 
of relevant clinical skills, and willingness to intervene. 

Strand III 

The aim of strand III is to evaluate the feasibility of implementing 
strategies for early intervention in primary health care (41). 

A major challenge, central to the WHO study, is to determine 
effective ways to influence the uptake and implementation of proven 
intervention strategies. The use of marketing strategies appears to 
hold considerable potential in this area; many of the attempts to con- 
vince primary health care workers to adopt early intervention tech- 
niques clearly involve marketing strategies. In particular, social mar- 
keting approaches are held to be suitable. Social marketing has taken 
some of the principles of marketing management developed in the 
business environment, and applied them to the marketing of social 
issues and causes. 

The principal hypothesis being tested is that implementation 
strategies involving personal contact, especially if backed up by spe- 
cific training sessions, will lead to significantly greater utilization of 
early intervention than those based only on the mailing out of early 
intervention materials or making contact by telephone. The three 
marketing strategies to be compared in promoting the uptake of the 
intervention package are: direct mail, with a personal letter and pro- 
motional leaflet describing the package; telemarketing, with a per- 
sonal telephone call describing and discussing the package; and a per- 
sonal visit to the practice, with a demonstration and description of the 
package. For those practices that decide to accept and use the package, 
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the three training and support conditions being compared in promot- 
ing the use of the package are: a control, whereby the package is sim- 
ply delivered to the practice with no demonstration or discussion; no 
support, whereby the programme is demonstrated and set up but ob- 
tains no continuing support; and support, whereby regular support is 
provided through telephone contact or personal visits following the 
setting up and demonstration of the package. 
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Lack of packages and protocols are among the reasons given by pri- 
mary health care workers for their failure to provide brief interventions 
for hazardous and harmful alcohol consumption. There are many exam- 
ples of packages (42,43), protocols (44,45) and clinical guidelines 
(46,47), all of which are very similar, including the Drink-Less package 
designed for the Phase III WHO Collaborative Study (48). 

PACKAGES 

A good example of a package is that produced for the alcohol risk 
assessment and intervention (ARAI) project of the College of Family 
Physicians of Canada (49). The package contains a resource manual 
for family physicians, a patient flow chart for physicians, a patient 
workbook for stopping or cutting down drinking and an information 
leaflet for patients. 



PROTOCOLS 

One example of a protocol is the action plan on alcohol in primary 
health care of the 1993-1995 Health Plan for Catalonia (50) (see 
Annex 2). The aims of the action plan are: 

• routine detection of excessive drinkers 

• early diagnosis of alcohol-related disabilities 

• brief counselling for drinkers at risk 

• management techniques and referral criteria for those dependent 
on alcohol. 
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The minimum common criteria for screening and follow-up of 
drinkers at risk are: 

• the target population 

• screening procedures 

• diagnostic criteria 

• efficacy criteria 

• intervention procedures. 

The target population comprises men and women older than 15. 
Special attention is paid to adolescents, men aged 1 8 — 40 years, pregnant 
women and people with a family history of alcohol dependence. The 
screening procedures take account of weekly alcohol consumption, 
alcohol-related disabilities and the physician’s clinical impression. 
The diagnostic criteria are a weekly alcohol consumption of over 
280 g for men and 168 g for women, and any alcohol consumption 
in pregnant women, people under 18 years of age and those who 
should abstain for health reasons. The efficacy criterion is low-risk 
drinking or abstinence maintained for one year. The intervention pro- 
cedures include brief counselling of those drinking more than the risk 
limits on reducing their alcohol consumption; brief abstinence- 
oriented treatment for those under 18 years of age, pregnant women, 
those who meet ICD-10 criteria for alcohol dependence, and those 
whose medical condition prohibits alcohol consumption; and referral 
to specialized centres for patients who meet referral criteria. 

Quality Control and Audit 

Good practice requires effective organization including teamwork and 
communication, delegation of tasks, accurate records, effective com- 
munication with local managers, and ready access to support and re- 
sources. Effective programme management includes the provision of 
local information to general practitioners, the provision of specific 
training, the involvement of general practitioners in the planning 
process, and the provision of adequate support. Quality control can be 
addressed through medical advisory audit groups, whose task is to 
support the auditing of activities in primary health care, and through 
quality improvement groups that support improvements in quality of 
care. 
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Some possibilities for audit include the following. 

1 . Is alcohol consumption always recorded in grams per week? 

Does everyone in the medical practice have a chart handy to 
convert standard drinks to grams per week? 

2. When are most patients asked about their drinking (for example, 
opportunistically, at registration health check or other health 
check)? How good are each of these ways in reaching the pa- 
tients most likely to be drinking excessively, such as young adult 
men? 

3. After recording consumption, is the assessment of level of risk 
recorded (that is lower risk, hazardous or harmful alcohol con- 
sumption, high risk of accidents through intoxication)? Over 
time, how many patients reduce their risk? 

4. How many patients with hazardous or harmful alcohol consump- 
tion have been identified during the previous six months/one 
year? 

5. Has each patient’s readiness for change been recorded (as not 
ready, thinking about change, preparing to change or making 
changes)? Over time, how many patients move from one stage to 
the next? 

6. How many patients are referred on to specialist agencies for 
counselling or detoxification? 

7. How successful are these referrals; that is, what proportion of 
patients keep appointments made for them and continue with a 
course of counselling or treatment? 

8. Can referral processes be improved by better contact with the 
agencies concerned or better discussion of the options with the 
patients? 

The development of quality can be supported by agreeing mini- 
mum levels of competence for professional practice. In a number of 
countries, colleges of general practitioners have developed standards 
of good practice in relation to hazardous and harmful alcohol con- 
sumption. These include the Dutch College of General Practitioners 
( 51 ) and the Royal College of General Practitioners of the United 
Kingdom ( 10 ). 
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Changing the behaviour of primary health care providers is a complex 
process. Education can play a role in changing their patterns of prac- 
tice. Other interventions that need to be incorporated into an overall 
plan include changes in reimbursement, setting minimal standards of 
care, providing specialist referral services and changing the expecta- 
tions of patients. Changes in clinical practice require a long-term 
commitment by medical educators. 

This chapter focuses on the educational principles and models 
developed by Fleming (unpublished data, 1994), which have been 
found effective in improving the clinical skills of doctors and nurses. 
The second aspect of education is the incorporation of these educa- 
tional principles into courses and training activities. 



EDUCATIONAL PRINCIPLES 
Learner-centred Teaching Strategies 

Learner-centred teaching strategies ask the learners to work with the 
workshop or course facilitators to develop learning objectives and 
methods that meet their expectations and needs. Methods that can be 
used to incorporate this teaching approach are: including the target 
audience in the development of course materials, asking participants 
at the beginning of the workshop or course to state their objectives 
and periodically inquiring whether the facilitator is meeting the audi- 
ence’s objectives, so as to evaluate the programme and adjust the 
course for the future. 
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Case Studies 

Case studies with which the audience is familiar are useful, particu- 
larly in working with negative attitudes commonly expressed by pri- 
mary health care providers. 

Experience-based Learning 

Experience-based learning includes sharing personal histories, role 
playing, active participation in group processes and small group work. 
Asking an audience to relate experiences provides an opportunity to 
focus on personal feelings, which are often important to the learning 
process. Role playing is critical in building skills, and allows course 
participants to practise techniques. 

Longitudinal Experience 

Transferring training concepts into long-term changes in practice re- 
quires the involvement of learners both before and after the training 
event. Examples of successful strategies include: mailing out reading 
materials before the course, asking participants to complete work- 
shops and tasks before attending the course, asking participants to 
develop specific workshop plans at the end of the course to imple- 
ment what they have learned, and following up with phone calls or 
visits to support implementation and change. 

Linkages 

Many care providers are unaware of the resources in their communi- 
ties that could help patients combat hazardous or harmful alcohol 
consumption. Forging links with such resources and providing advice 
are important components of successful educational programmes. 

Changing Practice Norms 

Teaching participants how to change their normal practices is another 
important component of successful educational change. 



EDUCATIONAL AND TRAINING MODELS 
Continuing Medical Education 

In some countries, continuing medical education is compulsory if 
doctors and nurses are to retain their speciality status and licences to 
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practise. In other countries, it is required in order to obtain financial 
reimbursement. Traditionally, the predominant teaching method has 
been a lecture followed by a brief question and answer session. This 
can present new information quickly, especially if pertinent reading 
materials are included. The incorporation of some of the educational 
principles mentioned above can overcome the problems of low reten- 
tion rates and minimal change in clinical practice that can result from 
the traditional teaching format. 

Faculty Development Programmes 

Such programmes focus on developing the teaching and clinical skills 
of the trainers of primary health care providers. Training the trainers, as 
opposed to training individual health professionals, multiplies the num- 
ber of primary health care providers who can use the skills taught in the 
training programmes. Obtaining a critical mass of trained trainers and 
developing a network of trainers are necessary for sustaining new edu- 
cational activities. Training the trainers can also help change practice 
norms, and a trained faculty can provide the leadership to change stan- 
dards of care through the use of quality assurance programmes. 

On-site Consultation 

There are many models of on-site consultation, similar to the facilita- 
tor model discussed in Chapter 7. In terms of on-site training, the fa- 
cilitator can meet with key office staff and clinicians in an attempt to 
identify support and resistance. A menu of prevention activities can 
be offered, such as screening programmes, intervention techniques, 
prevention messages and referral to specialized treatment pro- 
grammes. The facilitator can attempt to build consensus, and ask the 
staff and physicians to choose a prevention activity. Barriers can be 
explored and implementation plans developed. At a future visit, 
problems and major barriers to implementation can be discussed. 
Long-term maintenance plans can be discussed, and a staff member 
can be selected to champion the prevention programme. 

Systems Approach 

Doctors can be taught how to work to change in medical curricula and to 
establish standards of good practice. The systems approach to training can 
also be used to help primary health care providers expand their view on 
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health promotion programmes in their community, and to help them carry 
out preventive activities in their practices. 

TRAINING COURSE ON HELPING PEOPLE CHANGE 

A course for trainers that has been specifically designed to incorporate 
many of the principles of education is “Helping people change”, prepared 
by the Health Education Authority’s National Unit for Health Promotion 
in Primary Health Care in England (52). Its objectives for primary health 
care professionals are: 

• to explain the concept of risk management in health promotion; 

• to explain the process of change and the types of intervention that 
are appropriate at each stage; and 

• to apply these principles to make brief health promotion inter- 
ventions on smoking, alcohol use, eating and physical activity. 

The training programme, which has been adapted and translated 
into Russian, contains a core module of 12 one-hour sessions and 
4 topic modules each of 4 one-hour sessions covering smoking, alcohol, 
eating and physical activity. The theoretical basis for behavioural 
change is Prochaska & DiClemente’s model of the process of change 
(13), and the skills for behavioural change are based on motivational 
interviewing (14). The methodology is participatory skills training, and 
the core module covers the topics of understanding the change process, 
raising the issue, thinking about change, preparing to change, making 
changes, maintaining changes and preventing relapse. The alcohol 
module applies the principles of the core module and covers the topics 
of getting the facts straight, screening, recognizing which patients bene- 
fit from brief interventions and undertaking brief interventions. 

A training manual includes detailed instructions on course delivery, 
visual aids and handouts for the participants. The course material is 
backed up by a series of booklets for professionals and patients covering 
the four topics. 

COMPETENCIES AND TRAINING RECOMMENDATIONS 
Competencies 

A WHO Working Group (16) listed the following 12 competencies 
needed for the successful management of potential or established 
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alcohol-related problems. Primary health care doctors and teams 

should have: 

• a knowledge of the prevalence of hazardous and harmful alcohol con- 
sumption and related physical, psychological and social problems; 

• a knowledge and appreciation of the effects of patients’ alcohol 
problems on their partners and families; 

• an awareness of the patient’s personal attitudes to alcohol; 

• the ability to identify the various physical, psychological and so- 
cial indications of a drinking problem; 

• the ability to communicate accurate information on alcohol and 
alcohol-related problems, in an appropriate context, to patients and 
their relatives; 

• the ability to distinguish between low-risk, hazardous, harmful and 
dependent levels of alcohol consumption; 

• the ability to manage the physical consequences and complications 
of acute intoxication; 

• the ability to take an accurate drinking history; 

• the ability to recognize signs of alcohol-related disease; 

• the ability to interpret laboratory tests accurately; 

• the ability to choose an appropriate management plan (brief inter- 
vention or referral to appropriate colleagues or clinics); and 

• the ability to direct and manage the detoxification of patients at 
home. 

The action plan on alcohol in primary health care of the 1993-1995 

Health Plan for Catalonia ( 50 ) proposes that the alcohol education 

programmes for primary health care workers should allow professionals: 

• to know when and how to ask about alcohol consumption; 

• to be familiar with standard drink units; 

• to know how to use AUDIT; 

• to classify patients according to their risk of developing alcohol- 
related problems; 

• to manage the patients who do not have alcohol dependence; and 
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• to refer patients with alcohol dependence to specialized centres. 

Training 

The WHO Working Group ( 16 ) made the following recommendations 
on education and training in alcohol and alcohol-related problems, for 
adoption by medical colleges or faculties of general practice within 
the Region. 

1. Education and training should develop in primary health care 
doctors the knowledge, skills and attitudes needed to deal with 
alcohol use and alcohol-related problems. 

2. Teaching on alcohol and alcohol-related problems should be in- 
cluded in medical education for general practice at all levels: un- 
dergraduate education, postgraduate training for general practice, 
and continuing medical education. 

3. At the undergraduate level, such teaching should be coordinated by 
academic departments of general practice and/or public health, 
where they exist. 

4. Education and training programmes should impart: 

- an understanding of the behavioural and social determinants 
of alcohol use and alcohol-related problems; 

- a knowledge of the medical, psychological and social conse- 
quences of alcohol use, and their diagnosis and management; 

- an understanding of the roles of the individual, the family, the 
community, the medical and related professions, and the gov- 
ernment in dealing with alcohol-related problems; and 

- a knowledge of the principles and methods of health promo- 
tion, disease prevention and screening. 

5. A multidisciplinary approach should be advocated at all levels of 
education. 

6. Doctors should gain an understanding of the need for intersec- 
toral collaboration in the prevention and management of alcohol- 
related problems. 

7. Education and training programmes should be based on current 
research findings. 
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In any one year, some 12% of men and 4% of women will be depend- 
ent on alcohol. At consumption levels of 20 g pure alcohol a day, 
20% of men and women experience harm from their own drinking in 
two or more areas of life such as family, friends and work. 

The harm done by alcohol use affects not only the drinker but 
those surrounding the drinker. Finnish data suggest that almost half 
the population is close to someone who is drinking too much, most 
often a relative for women and a work colleague or friend for men 
( 53 ). One quarter of the population (30% of women and 16% of men) 
had been personally affected by someone else’s drinking. 

The family and friends of people with alcohol-related problems 
are important for two reasons. First, they are important in their own 
right as people who risk coming to stress-related physical or psycho- 
logical harm. Alcohol-related problems in a relative or friend are one 
of the most common stressful situations reported. There are similari- 
ties in the ways that families cope with the problems of alcohol de- 
pendence in a family member and the ways they cope with other 
chronic stressful circumstances, such as physical illness, disability, 
unemployment and poverty. Second, family members in particular 
have frequently been considered as supporting the treatment of rela- 
tives with drinking problems. 



EMPOWERING FAMILY MEMBERS AND FRIENDS 

WHO has a project on coping with alcohol problems in the family 
( 54 ). The philosophy of this project is that, when someone is using 
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alcohol excessively, his or her close relatives suffer from chronic 
stress that can lead to physical or psychological ill health. Relatives 
are highly involved in and aware of what is going on, and some ways 
of coping are better than others for reducing their risk of ill health. 
Some of the ways in which relatives cope are also better than others 
in having a desirable influence on the alcohol consumption of a fam- 
ily member or friend, and these will depend on the relative’s circum- 
stances. Primary health care workers can help relatives find ways of 
coping that reduce the risks to their own health, while helping to re- 
duce excessive alcohol use in a family member or friend. 

Orford ( 54 ) has described four things that a primary health care 
provider can do to help a relative or friend cope with a person who is 
drinking excessively. 

Listen Non-judgementally 

The relative or friend should be encouraged to talk about the circum- 
stances he or she is facing at home, and to respond in a non-judgemental 
and reassuring way. This should be done in private, and confidentiality 
should be respected. Sufficient time should be given to such relatives 
to tell their own story, to express the distress that they may be feeling, 
and to feel that they have been responded to in an understanding way. 

The following topics can be covered: the effects of excessive al- 
cohol use on the person who is drinking and on other members of the 
family, how the drinker has attempted to cope with his or her drink- 
ing, and the support that other family members have received, their 
state of health and wellbeing and their needs and expectations. 

Provide Information 

Information is one of the main types of support that people in stressful 
circumstances find useful, and good information is one of the main 
things that family members want, even though professionals give it a 
relatively low priority. 

Counsel Non-directively about Ways of Coping 

A non-directive approach is required that explores alternative ways of 
managing potentially stressful events and circumstances in the family. 
Family members and friends should be allowed to generate alternative 
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solutions and to try out different approaches, subsequently making a 
more informed choice of coping methods. Relatives and friends tend 
to cope with problems in a number of ways, for example, through 
emotion, tolerance, inactivity, avoidance, control, confrontation, support 
for the drinker and independence ( 54 ). In general, it seems that the 
majority of relatives find tolerance and inactivity to be unhelpful and 
confrontation to be helpful. 

Help Strengthen Social Support and Joint Problem Solving 
in the Family 

This involves such things as encouraging the person who is drinking 
excessively to undergo treatment, enlisting the help of other members 
of the family and friends, attempting to improve communication and 
problem solving within the whole family, and identifying additional 
sources of support both inside and outside the family. 



THE FAMILY AS HEALTH-PROMOTING AGENT 

The family, no matter how loosely defined, is where lifestyle patterns 
are initiated, maintained and altered over time. It is in the context of 
the family that attitudes and behaviour regarding alcohol use are often 
learned and maintained. It is the most basic consumer unit for pur- 
chases, products and services that influence health status. It is a major 
source of stress and social support. The family therefore offers the 
main opportunity for changes in lifestyle. However, the family should 
not be expected to assume these responsibilities in isolation. Families 
need the support of communities in achieving and maintaining good 
health, particularly in deprived areas. 
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It is increasingly recognized that the preventive approaches that hold 
the greatest promise are community-based and community-wide, and 
focus on both individual behaviour and environmental influences 
( 55 ). Effective strategies are those that are designed to influence not 
only the individual but the social norms of the broader environment in 
which people live and work. Social norms are shaped by a variety of 
institutions, including educational and legislative bodies and the me- 
dia. To encourage and sustain health-promoting practices, the com- 
munity should be actively engaged in creating an environment that 
supports individual action. As other books in this series show, the ac- 
tive involvement of many sectors within a community (schools, 
worksites, local government, business, health care and voluntary 
agencies) increases the potential for sustained behavioural change and 
positive health benefits ( 56 - 58 ). 

Individual intervention is insufficient by itself to provide a broad 
positive approach to preventing alcohol-related problems. Commu- 
nity-based activity aims to change lifestyles through a combined ap- 
proach, influencing not only personal health behaviour but also the 
general health environment. It would seem legitimate for primary 
health care to seek to influence the health environment, while at the 
same time promoting appropriate personal health behaviour. 

The WHO studies that have been carried out on community re- 
sponse to harmful alcohol use have identified many opportunities at 
the community and municipal levels for primary health care providers 
to be involved in community action projects ( 59 ). The challenge is 
for primary health care providers to look beyond the confines of the 
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one-to-one consultation, or even of family care, and to accept that 
their role is to work with others to enable the community as a whole 
to reduce alcohol-related problems. 

At present, many education and training curricula for primary 
health care providers neglect community-based prevention. Continu- 
ing professional education should specifically deal with the manage- 
ment of community action projects and with skills, especially those 
required for collaborating with other professions and for dealing with 
the problems of implementing community action programmes. 



HEALTH PROMOTION AND DISEASE PREVENTION 

One approach to thinking about health promotion and disease preven- 
tion comes from the Ottawa Charter for Health Promotion ( 60 ), which 
defines health promotion as “the process of enabling people to in- 
crease control over the determinants of health and to improve their 
health”. This definition has been linked to five strategies for promot- 
ing health: building healthy public policies, creating supportive envi- 
ronments, strengthening community action, developing personal skills 
and reorienting health services towards primary health care, health 
promotion and disease prevention. 

Community programmes may encompass any or all of these ap- 
proaches ( 61 ). For example, healthy public policies are those that 
serve to make the healthy choices the easy choices, by establishing 
environmental conditions supportive of positive health behaviour. 
Local action to control and reduce alcohol consumption can be seen 
as an instance of healthy public policy. 

Individuals act within social, physical, political and economic 
environments that may support or impede efforts to improve health. 
People can undertake their own projects for environmental change or 
be a significant part of the planning process. 

Community action probably holds the greatest potential for an 
enabling approach. It emphasizes self-help groups, community proj- 
ects and neighbourhood and community development, all of which 
can be under the control of the communities themselves. 
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From an operational standpoint, health promotion can be defined 
as the combination of educational, organizational, economic and envi- 
ronmental support for action conducive to health. To deal effectively 
with their own health promotion needs and activities, people need 
information and skills together with the financial, professional and 
organizational resources to use their knowledge and skills. 

The Community 

A community can be defined as a geographical or interest group, con- 
sisting of relatively small non-institutional aggregations of people 
linked together for a common goal or purpose. The most effective 
vehicle for health promotion activity, whether it be directed at policy, 
environmental change or personal skills development, is the human 
group, a coalition with all its aspects of social support and organiza- 
tional power. Community groups can set priorities in health promo- 
tion, run programmes, advise public officials and help each other in a 
wide variety of ways. As the Ottawa Charter ( 60 ) states: 

Health promotion works through concrete and effective action in setting 
priorities, making decisions, planning strategies and implementing them 
to achieve better health. At the heart of this process is the empowerment 
of communities, their ownership and control of their own endeavours 
and destinies. 

In the context of primary health care, the term community is 
usually used to describe a geographical unit served by the primary 
health care team. It can also be applied to communities of interest 
within the practice population, such as younger people or people with 
alcohol-related disabilities. 

Community-based Change 

While much of what has been published about community projects 
focuses on the results of intervention for risk factors and on channels 
of effective delivery (such as schools), it is increasingly recognized 
that the success of population-based interventions depends on the ef- 
fective application of the theory and principles of the community or- 
ganization. The active involvement of the community, its leaders and 
its organizations is a necessary ingredient for successful population- 
wide strategies. Comprehensive community health approaches typi- 
cally combine the principles of community organization and citizen 
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involvement with tested strategies for changing lifestyles and/or local 
policy. Community-based approaches arise from the pooling of theory 
from many disciplines, ranging from biomedicine to communication. 

Three themes unify these different views about the process of 
community-based social and behavioural change ( 62 ). The first is 
the emphasis on powerful social forces influencing individual be- 
haviour. The idea is that behaviour is formed and influenced by the 
dominant culture, as experienced in social relations in the commu- 
nity. Communities shape the behaviour of individuals both symboli- 
cally and tangibly, transmitting values and norms. 

A second theme is that communities themselves may be mobi- 
lized to act as agents of social and behavioural change. Communi- 
ties give legitimacy to the values and norms of desirable behaviour, 
and make the social and physical environments more conducive to 
desirable personal behaviour. 

The third theme is that early and sustained participation by 
community members and leaders is necessary for the realization of 
community ownership and programme maintenance. 

The community health promotion approach, when supple- 
mented by clinical or individual approaches, has the following ad- 
vantages. 

1. The burden of alcohol-related harm cuts across most sectors of 
the community. The causes are complex, and rooted for the 
most part in cultural phenomena. 

2. Community approaches influence people’s social environment 
and aims to change the norms, values and policies surrounding 
their behaviour. 

3. Community approaches are better integrated, since interven- 
tions are built into existing community structures. 

4. Community approaches are better placed to ensure long-term 
change, because society proscribes certain types of behaviour 
and local ownership generates continuing responsibility. 
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5. Community approaches are generally more comprehensive, and 

ensure better allocation and coordination of scarce health care 

resources. 

6. Community approaches reflect shared responsibility for health 

and augment an individual’s capacity for change. 

A Systems Approach to Community Change 

Many health strategies have based their approach on identifying a 
finite number of lifestyle areas - such as smoking, alcohol, diet and 
physical activity - that have been shown to be limited to the major 
causes of disease and disability in society. These behavioural risk 
factors can be quantified at an individual level and specifically tar- 
geted at that level for strategic planning. 

An alternative approach is a systems view, taking account of 
the social, economic, political, institutional, cultural, legislative, 
industrial and physical environments in which behaviour takes 
place. Interventions aimed at changing the behaviour of individuals 
are inadequate because the system is a more powerful and persua- 
sive determinant of behaviour and of health than decisions made by 
individuals. A focus on individual behaviour allows authorities to 
evade the responsibility for social change. It also tends to lead to a 
brand of health promotion most suitable for the middle class and to 
victim blaming, wherein ill health resulting from a faulty lifestyle 
(such as excessive alcohol consumption) is seen as the responsibil- 
ity of the individual rather than the result of the social conditions 
under which the individual lives. 

The increasing focus on the community in health promotion is 
due, in part, to a growing recognition that behaviour is greatly in- 
fluenced by the environment in which people live. Community val- 
ues and norms have a significant impact on shaping an individual’s 
attitudes and behaviour. Rather than emphasizing change by indi- 
viduals, the community approach argues that permanent, large-scale 
behavioural change is best achieved by changing community norms 
about health-related behaviour. Communities can be organized and 
changed to support healthier lifestyles. Such change would be 
translated into a reduction in individual health risk behaviour and, 
in turn, to a reduction in morbidity and mortality. 
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UNDERTAKING A COMMUNITY PROJECT 
Overall Project Planning 

Community organization is a planned process, stimulating a com- 
munity to use its own social structures and any available resources 
(internal or external) to accomplish goals, decided primarily by com- 
munity representatives and consistent with local values. Purposive 
interventions for social change are organized by individuals, groups 
or organizations from within the community to attain and then sustain 
improvements and/or new opportunities. 

Several major public health demonstration projects to prevent 
lifestyle-related ill health have successfully employed community 
strategies, and components of community organization can be identi- 
fied in all of these. 

There are five stages to organizing a community project (61). 
Stage 1 : community analysis 

1. Define the community. The geographical or other boundaries of 
the project should be determined. 

2. Collect data. Community analysis involves the collection and 
analysis of a variety of data to provide a comprehensive com- 
munity profile. 

3. Assess the community’s capacity to support change. 

4. Assess the community’s barriers in terms of existing or potential 
factors that hinder or create resistance to change. 

5. Assess readiness to change. 

6. Synthesize data and set priorities. 

Stage 2: design and initiation 

1. Establish a core planning group and select a local organizer or 
coordinator. 

2. Choose an organizational structure including, as appropriate, an 
advisory board, a council or panel, a coalition, a lead agency, an 
informal network, and grassroots or advocacy movements. 
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3. Identify, select and recruit representatives of all major commu- 
nity institutions and groups, including the commercial, volun- 
tary, political, minority, recreational, medical, public health and 
media sectors. 

4. Define the project’s mission and goal. The mission statement pro- 
vides the project with its purpose and vision. It should concisely 
and briefly communicate what is to be achieved. In addition, rea- 
sonable and measurable goals and objectives are essential. 

5. Clarify the roles and responsibilities of the board members, staff 
and volunteers. 

6. Provide training and recognition. Since active citizen involve- 
ment in decision-making, planning and implementation is de- 
sired, skills-oriented training is often essential. 

Stage 3: implementation 

1. Generate broad citizen participation, continuing to reach out to 
people and encouraging their support. 

2. Develop a sequential work plan. Developing a practical plan of 
work will include both short-term problem solving and long-term 
planning. 

3. Use comprehensive integrated strategies. A comprehensive and 
coordinated effort, using multiple strategies and with a wide po- 
tential to influence community norms, is necessary. 

4. Integrate community values into the programmes, materials and 
messages. The programme must use the community’s terms and 
views. 

Stage 4: programme maintenance and consolidation 

1. Integrate intervention activities into community networks, to 
create a broad context for the adoption and maintenance of 
health-promoting behaviour and norms. 

2. Establish a positive organizational culture. A positive climate is 
critical in promoting and maintaining successful projects. 

3. Establish a continuing recruitment plan. Turnover of volunteers 
and even of paid staff is to be expected in long-term projects. 
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4. Disseminate results. Giving information on project activities and 
early results of their evaluation increases visibility and commu- 
nity acceptance and involvement. 

Stage 5: dissemination and reassessment 

1. Update the community analysis, which involves looking for 
changes in leadership, resources and organizational relationships 
in the community. 

2. Assess the effectiveness of interventions and programmes. An 
evaluation plan that includes the continuing monitoring of pro- 
grammes and activities can allow periodic review of the status 
and progress of each activity. 

3. Chart future directions and modifications. The process of plan- 
ning future directions is often a formal one that includes revising 
and rewriting goals and objectives to reflect the updated com- 
munity analysis and programme evaluations. 

4. Summarize and disseminate results. The continuation of a project 
depends partly on maintaining high visibility through effective 
communication with key groups within the community. 
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Building Partnerships and Promoting Intersectoral Work 

Community projects are likely to be more successful when alliances 
or partnerships are made with other individuals or organizations. Po- 
tential partners for intersectoral work include: 

• local and municipal authorities 

• the media 

• other health care providers and institutions 

• educational institutions 

• government agencies 

• financial and commercial organizations 

• labour organizations 

• religious groups 
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• voluntary and non-statutory organizations 

• self-help groups 

• patient groups. 

Intersectoral work with officers of the municipal authorities is 
particularly important. Council and committee meetings are open to 
the public. Joint projects can be undertaken with many departments, 
including the health and recreational departments. A joint project with 
the recreational department could determine how best it could work 
with local general practitioners to provide available and affordable 
access to recreational facilities. 

The Media 

The mass media, including the local and national print media, radio 
and television, are important partners in community-based projects 
( 62 ). Television is particularly important, since it occupies a large 
proportion of many people’s free time and is their major source of 
information and entertainment. 

In recent years it has come to be appreciated that the measurable 
effects of short-term educational efforts through the mass media are 
likely to be small, unless accompanied by environmental changes. 
Educational efforts are considered more likely to be effective when 
supplementing changes in the social environment, rather than having 
a direct short-term impact on individuals. 

It does seem that messages aimed at the individual may have a 
more general effect on public health, including maintaining support 
among the population for public health policies. Thus, an alternative 
role for health promotion in the mass media is to support policy ini- 
tiatives as part of a media advocacy process. Media advocacy has 
been described as the strategic use of the mass media for advancing 
social or public policy initiatives. The mass media are effective in 
setting the public agenda and stimulating public discussion. 

Opinion Leaders 

In all communities there are opinion leaders, both formal and infor- 
mal. They are important as potential advocates for community change 
and as potential role models. 
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Formal opinion leaders include those who are such because of 
their position, including: 

• elected representatives (councillors and members of parliament) 

• church leaders 

• business leaders 

• leaders of employer and employee organizations 

• people who chair statutory and non-statutory organizations 

• media editors 

• magistrates and leaders of law and order services. 

Informal opinion leaders include those who are regarded by the 
community as influencing local opinion or having an impact on the 
local environment. These might include people active in political, 
advocacy or campaign groups; shopkeepers, newsagents, publicans or 
cafe owners; individuals active in self-help or community groups; and 
youth leaders. 

Health Centres 

The cumulative effect of individual advice will have an impact on the 
prevalence of disease and raise awareness of health promotion initia- 
tives. Individual interventions by general practitioners are currently 
well below their full potential. It is likely that overall impact will be 
increased by supporting general practitioners in their activities and 
continuing to cover issues in the media. 

Nevertheless, many other opportunities exist for health promo- 
tion activities in health centres and other primary health care settings. 
These include: 

• programmes targeted at segments of the population, such as 
young people, housing estates or ethnic groups; 

• health campaigns; 

• the practice as a health-promoting institution for its employees 
and clients; 

• patient participation groups; 
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• self-help groups; 

• classes for physical activity, stress management, cookery, etc.; 

• outreach classes and groups; 

• community groups to determine need; 

• programmes to ensure the availability of and access to health 
promotion services and activities; and 

• local multidisciplinary and intersectoral work. 



WHO DEMONSTRATION AND EVALUATION PROJECT 

The Lahti project is a WHO collaborative demonstration project for a 
comprehensive community programme to prevent the harm done by 
alcohol use ( 63 ). The project site is the city of Lahti in Finland. The 
project relies largely on the work of local professionals and includes 
work in developing local alcohol policy discussions, education and 
information, health care intervention for heavy drinkers, youth work 
and self-help for heavy drinkers and their families. The impact of the 
project has been assessed by formative, process and outcome re- 
search. 

The prevention work was designed according to the following 
principles: 

• prevention work was done within the existing resources and net- 
works in the city; 

• the goal was to influence the community as a whole, as well as 
individuals; 

• alcohol problems and the resources to reduce them were seen as 
part of the everyday life of the citizens; and 

• the style of work was open discussion without any rigid plans for 
goals or methods. 



The project was divided into independent modules. In addition to 
the topics mentioned above, these included interviews with key peo- 
ple, influencing the alcohol supply, server responsibility, and the role 
of the family. While these areas of work were independent, they were 
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linked through media campaigns and local events. The project has 
demonstrated that a community activity lasting only a few years can 
achieve changes in the perception of alcohol problems, changes in 
people’s knowledge about alcohol, system-level changes in the or- 
ganization, scope and methods of prevention work, and changes in the 
community’s response to alcohol-related problems with new forms of 
secondary prevention and care. 
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The health care and public health professions have a long tradition of 
advocating a healthy public policy on alcohol (10,64-66). Without the 
implementation of an effective alcohol policy, activities such as brief 
interventions in primary health care will be rendered null and void. 
Through their professional associations and other avenues, primary 
health care professionals are in a strong position to advocate a healthy 
public policy on alcohol. 

The analysis of the relationship between the individual’s drink- 
ing and individual risk discussed in Chapter 3 establishes the basis for 
the relationship between the level of drinking in the general popula- 
tion and the prevalence of alcohol-related problems in society. 

There is a significant relationship between the level of alcohol 
consumption in the population and overall mortality from liver cir- 
rhosis, alcoholic psychosis, alcoholism, pancreatitis, certain cancers 
and all causes. There is a positive relationship between overall con- 
sumption and suicide, traffic fatalities and violence. The overall level 
of a population’s drinking is significantly related to the level of alco- 
hol-related problems, to the extent that a 10% decrease in con- 
sumption per head would lead to a 15% decrease in alcohol-related 
mortality in males and a 5% decrease in fatal accidents, suicides and 
homicides in the whole population (67). 



ELEMENTS OF ALCOHOL POLICY 

Edwards et al. have outlined the elements of effective alcohol 
policy (1). 
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An alcohol policy should not be limited to “alcoholism”, to the 
alcohol addict or to extreme physical illness, but should take into ac- 
count both alcohol-related problems and alcohol dependence. It should 
give high priority to acute problems and accidents as well as to 
chronic pathologies. It should deal with social and psychological as 
well as physical problems. It should deal with small and common 
problems as well as major and less common consequences. Policy 
must be concerned with the adverse impact of drinking on the family 
and other people, as well as that on the drinker. Policy must address 
drink-driving and other aspects of alcohol-related crime. 

Policy must take into account the total drinking population as de- 
fining the scope for public health action. Society’s overall drinking 
problems will only be dealt with effectively through understanding and 
influencing the total dynamic system that comprises society’s drinking; 
effective policies cannot be constructed by concentrating on small sec- 
tions of the continuum, or by trying to manipulate extremes of behav- 
iour. 



Preventive measures that influence drinkers in general will also 
have an effect on heavier drinkers. The drinking population behaves as 
one system rather than as several different parts. An increase or de- 
crease in overall consumption results in changes across the spectrum of 
drinking, including heavy drinkers. 

Many alcohol-related problems are widely distributed in the 
drinking population, rather than being concentrated only among heavy 
drinkers. Policies aimed at a wider section of a population, with less 
individual risk but many collective problems, can often produce greater 
public health benefit than those that focus on a smaller population at 
higher individual risk. 

The overall strategy for alcohol policy must be to create an envi- 
ronment that helps people to make healthy choices, and renders un- 
healthy choices more difficult or expensive. Any measures that poten- 
tially increase the availability of alcohol within a country (whether as a 
result of trade agreements, reduction in the real price of beverages, or 
the reduction or elimination of restrictions on retail access) should 
therefore be judged in terms of public health and public safety in ad- 
dition to any other consideration. 
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Taxation of Alcohol 

Taxation of alcohol is an effective mechanism for reducing alcohol- 
related problems. There is abundant evidence that a population’s al- 
cohol consumption is linked to cost, with increases in price leading 
to decreases in consumption and vice versa ( 68 ). Through the rela- 
tionship between consumption on the one hand and individual and 
population problems on the other, the taxation of alcohol is a public 
health lever of wide potential effectiveness. 

The exact relationship between the price of alcohol and the 
level of alcohol consumption depends on the population, the bever- 
age type and when it was studied. As a rough generalization, a 10% 
increase in price leads to about a 5% reduction in beer consumption, 
a 7.5% decrease in wine consumption and a 10% decrease in spirits 
consumption. There is some evidence of a disproportionate effect 
on heavier drinkers, because an increase in price leads to a greater 
reduction in mortality from liver cirrhosis than in alcohol consump- 
tion. 

Availability of Alcohol 

Environmental measures that influence physical access to alcohol can 
make a significant contribution to the prevention of alcohol-related 
problems. Such measures include a minimum legal drinking age, re- 
strictions on the hours or days of sale, and policies on the number, 
type or location of sales outlets ( 69 ). 

In non-wine-growing countries, when wine stores are opened or 
wine retail monopolies eliminated, wine consumption increases. In- 
creases in the availability of spirits, for consumption either on or off 
the premises, increase consumption. Making beer available from 
grocery stores rather than retail monopolies results in large in- 
creases in alcohol consumption. Increases in the density of outlets 
and in the number of hours and days of sale all lead to increases in 
consumption. Raising the minimum drinking age leads to a reduc- 
tion in road traffic fatalities. Responsible service, server training 
programmes and a greater legal liability on servers of alcohol all 
lead to reductions in the number of road traffic accidents involving 
alcohol. 





81 



Alcohol policy 



Drinking and Driving 

Drink-driving countermeasures are effective if vigorously enforced 
and given a high public profile. Deterrence and the strict enforcement 
of drink-driving laws are of fundamental importance. Other measures 
include server training, and making the person or premises that sup- 
plies a drink to an intoxicated patron legally liable for the conse- 
quences. 

Advertising Restrictions 

There is some evidence that restrictions on advertising lead to re- 
duced alcohol consumption and alcohol-related harm ( 62 ). Within 
stable and saturated markets, the main role of advertisements is to 
ensure that new consumers replace old ones and that educational mes- 
sages do not reduce alcohol consumption. Contemporary advertise- 
ments communicate more about the meaning and desirability of the 
products and about the social contexts in which the products are used 
than about the products themselves. Alcohol advertising portrays al- 
cohol consumption as a safe and problem-free practice, de- 
emphasizing the potential health risks and negative consequences. 
Through its messages, alcohol advertising maintains the social desir- 
ability of drinking, plays down the risk of alcohol use to individuals 
and public health, and contradicts prevention objectives. These indi- 
rect effects alone are sufficient to justify the need to control the vol- 
ume and content of alcohol advertising. 

A Comprehensive Policy 

A comprehensive policy that will support the role of primary health 
care providers in preventing and managing the harm done by alcohol 
use is one that: makes use of taxation and control of physical access, 
supports drink-driving countermeasures, and invests broadly in treat- 
ment and particularly in primary care. Educational strategies and re- 
strictions on advertising should be added to ensure long-term benefits. 
Public education campaigns and comprehensive community action 
programmes can increase awareness, and thus public support for other 
environmental policies. 
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One of the philosophies underpinning the 38 targets of the WHO 
European policy for health for all maintains that effective public 
health policy needs clear objectives and targets, and that the attain- 
ment of or progress towards those targets should be monitored and 
evaluated. The monitoring and evaluation should give feedback to the 
political decision-makers, administrators and everyone who is respon- 
sible for implementing the policy. These people need the information 
to develop, update or restructure the policy and its components, as 
well as to assess the ways in which it is implemented. 

Target 17 ( 70 ) states that: 



By the year 2000, the health-damaging consumption of dependence- 
producing substances such as alcohol, tobacco and psychoactive drugs 
should have been significantly reduced in all Member States. 

The subtext continues: 

This target can be achieved if well balanced policies and programmes in 
regard to the consumption and production of these substances are im- 
plemented at all levels and in different sectors to: ... 

• reduce alcohol consumption by 25%, with particular attention to re- 
ducing harmful use ... 

Different countries have adopted their own targets for action on 
alcohol. For example, the strategy for England ( 71 ) sets a target of re- 
ducing the proportion of men consuming more than 21 units of alcohol 
per week from 28% to 18%, and the proportion of women consuming 
more than 14 units per week from 11% to 7% by the year 2005. The 
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Health Plan for Catalonia ( 50 ) sets a target of reducing to 4.5% the 
proportion of the general population aged 15-65 years consuming 
more than 75 ml pure alcohol per day (see Annex 2). 

Target 28 of the European health for all policy addresses primary 
health care (70,): 

By the year 2000, primary health care in all Member States should meet 
the basic health needs of the population by providing a wide range of 
health-promotive, curative, rehabilitative and supportive services and by 
actively supporting self-help activities of individuals, families and groups. 

The subtext continues: 

This target can be achieved if Member States: 

• promote and provide preventive and curative health services, includ- 
ing diagnosis, treatment, care and rehabilitation, through locally or- 
ganized delivery systems; 

• provide community groups with technical, financial, information 
and other forms of support and make them active partners in the de- 
velopment of primary health care; 

• remove all financial, physical and cultural barriers to the use of pri- 
mary health care; 

• strengthen active outreach to the community and cooperation with 
other sectors to achieve effective use of health services; 

• ensure adequate numbers of appropriately qualified family health 
physicians and nurses for the primary health care services; 

• organize primary care in such a way as to achieve integration of 
services based on teamwork among health care providers; 

• ensure effective patient referral and the mutual provision of techni- 
cal support by all levels of care. 



STANDARDS, TARGETS AND INDICATORS 



A WHO Working Group ( 16 ) proposed an outline of standards and 
targets (Table 2). Potential indicators ( 72 ) include: 

• the proportion of health care staff who have received basic edu- 
cation in prevention and management; 
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Table 2. Suggested standards and targets to be met by primary health care 
practitioners (PHCPs) in relation to the prevention and management 
of alcohol-related harm. 


Questions 


Interest and motivation of 


Knowledge, skills and 


Prevalence of risk to 


and targets 


the PHCP 


behaviour of the PHCP 


patients 


Individual- 


1 . Is the PHCP interested in 


1. Does the PHCP routinely 


1. Does the PHCP 


level 


undertaking risk 


assess patients’ risk 


record risk levels 


questions 


assessment with his or her 


concerning alcohol? 


(low, hazardous/ 


and targets 


patients? 

2. If the PHCP had the 
opportunity, would he or she 
be interested in improving 
his or her work concerning 
patients* use of alcohol? 


2. Case scenario 
assessment of the PH CP’s 
ability to diagnose alcohol- 
related problems 


harmful, dependent) 
for all patients? 


Local -level 


1 . Measure the percentage 


1 . Measure the percentage 


1 . Estimate the 


targets 


of PHCPs answering yes, 


of PHCPs answering yes, 


percentages of all the 




perhaps or no to questions 


perhaps or no to question 


PH CP’s patients at 




1 and 2 above 


1 above 

2. Measure performance in 
case scenario 


each risk level 


National- 


1 . Calculate the percentage 


1 . Where possible, estimate 


1 . Estimate 


level 


of PHCPs in the country 


the percentage of PHCPs 


consumption per 


targets 


who answer yes, perhaps or 
no to questions 1 and 
2 above 


who specialize in treating 
alcohol-related problems 


head 




2. Establish whether PHCP 


2. Establish the availability 


2. Establish national 




organizations have policy 


of mandatory or optional 


databases on 




statements on alcohol and 


alcohol education in medical 


mortality, morbidity, 




on the WHO European 
Alcohol Action Plan 


training 

3. Establish the percentage 
of PHCPs who routinely 
assess patients 


traffic accidents and 
liver cirrhosis 

3. Establish the 
percentage of the 
population at risk 


European- 


1 . Establish the number of 


1. Establish the percentage 


1 . Establish 


level 


countries that support the 


of European countries with 


European databases 


targets 


WHO Action Plan 

2. Establish the percentage 
of PHCP organizations with 
a policy statement on 
alcohol 


mandatory or optional 
alcohol education in medical 
training 


on consumption per 
head and on 
mortality /morbidity 
statistics 



Source : The role of general practice settings in the prevention and management of the harm 
done by alcohol use ( 16 ). 
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• the proportion of health care staff who have acquired an agreed 
minimum of skills to provide prevention and management serv- 
ices; 

• the proportion of primary health care units that offer preventive 
services in relation to alcohol; and 

• the proportion of the population covered. 
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Conclusion 



Through its availability, access and coverage, primary health care has 
the potential to reduce the risk from hazardous and harmful alcohol 
consumption. 

A basis for the primary health care response is the concept of 
alcohol as a risk factor for ill health. There is a dose-response rela- 
tionship between alcohol consumption and a wide range of physical, 
social and violent harm. There are significant increases in risk at con- 
sumption levels of 20 g of pure alcohol a day. Although alcohol re- 
duces the risk of coronary heart disease, this is only relevant to the 
population over 50 years of age, and most of this reduction can be 
achieved by consuming less than 10 g of alcohol every other day. 

A significant proportion of the population is at risk, with one third 
of men and one in ten women consuming more than 20 g of pure al- 
cohol a day. Levels of drinking in young adulthood predict levels of 
drinking later in life. 

On average, brief interventions reduce alcohol consumption by 
over 20%, at low cost. For patients to benefit from brief interventions, 
the adult population should be screened using quantity-frequency 
questionnaires of alcohol consumption or AUDIT (see Annex 1). 

Health education advice to low-risk drinkers should be that, 
whatever the level of consumption, the less consumed the better. For 
those over the age of 50 years consuming less than 10 g pure alcohol 
every other day, the potential benefit from a reduced risk of coronary 
heart disease is lost. Nevertheless, current abstainers should not start 
to drink in order to reduce their risk of developing health problems. 
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Conclusion 



For hazardous and harmful alcohol consumption, only 5-10 minutes 
of advice is needed in order to provide information, to advise on reduced 
consumption, and to provide the patient with relevant literature. Mo- 
tivational interviewing helps patients who are ambivalent about 
changing their drinking habits. 

Those who facilitate organizational change can help to overcome 
some of the barriers faced by primary health care in providing brief 
interventions. Such change should be supported by contractual ar- 
rangements and remuneration systems for health promotion and dis- 
ease prevention. 

Packages and protocols should be made available to primary health 
care providers to help them undertake effective brief interventions. 
The provision of skills training is essential in order to increase the 
practice of these interventions. A train-the-trainers approach ensures 
high coverage of training. Training should be backed up by recom- 
mendations endorsed by professional associations. 

Alcohol is a common cause of stress and distress in the family. 
Primary health care providers can help family members and friends of 
drinkers to prevent the harmful consequences of their drinking to the 
family. 

The family setting is important for health promotion, but only 
when supported by the community. The preventive approaches that hold 
the greatest promise are community based, and focus on both individual 
behaviour and environmental influences. 

There are many opportunities for primary health care providers 
to take an interest in the health environment and seek to influence it. 
Primary health care interventions are rendered null and void if not 
supported by the implementation of an effective alcohol policy. Poli- 
cies that effectively reduce the harm done by alcohol use are those 
that make use of taxation, control of physical access to alcohol and 
restrictions on advertising. 

Primary health care action needs to be supported by effective 
health strategies and targets, with monitoring and evaluation systems. 
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Annex 1 



The AUDIT Questionnaire 



Circle the number that comes closest to the patient’s answer. 

1 . How often do you have a drink containing alcohol? 

(0) Never (1) Monthly (2) Two to four (3) Two to three (4) Four or more 
or less times a times a week times a week 

month 



2. a How many drinks containing alcohol do you have on a typical day 
when you are drinking? 

(code number of standard drinks) 



(0) 1 or 2 


(1) 3 or 4 


(2) 5 or 6 


(3) 7 or 8 


(4) 10 or more 


3. How often do you have six or more drinks on one occasion? 




(0) Never 


(1) Less than 
monthly 


(2) Monthly 


(3) Weekly 


(4) Daily or 
almost daily 



4. How often during the last year have you found that you were not 
able to stop drinking once you had started? 

(0) Never (1) Less than (2) Monthly (3) Weekly (4) Daily or 

monthly almost daily 

5. How often during the last year have you failed to do what was 
normally expected from you because of drinking? 

(0) Never (1) Less than (2) Monthly (3) Weekly (4) Daily or 

monthly almost daily 

6. How often during the last year have you needed a first drink in the 
morning to get yourself going after a heavy drinking session? 

(0) Never (1) Less than (2) Monthly (3) Weekly (4) Daily or 

monthly almost daily 

7. How often during the last year have you had a feeling of guilt 
or remorse after drinking? 

(0) Never (1) Less than (2) Monthly (3) Weekly (4) Daily or 

monthly almost daily 
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The AUDIT Questionnaire (contd) 

8. How often during the last year have you been unable to remember 
what happened the night before because you had been drinking? 

(0) Never (1) Less than (2) Monthly (3) Weekly (4) Daily or 

monthly almost daily 

9. Have you or someone else been injured as a result of your drinking? 

(0) No (2) Yes, but not in the last year (4) Yes, during the last year 

10. Has a relative or friend or a doctor or other health worker been 

concerned about your drinking or suggested you cut down? 

(0) No (2) Yes, but not in the last year (4) Yes, during the last year 

a In determining the response categories it has been assumed that one “drink” contains 

10 g alcohol. In countries where the alcohol content of a standard drink differs by more 
than 25% from 10 g, the response category should be modified accordingly. 

Record sum of individual item scores here . 

Source: Babor, T.F. et al. (29). 
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Annex 2 



Health Plan for Catalonia 

The 1993-1995 Health Plan for Catalonia ( 50 ) includes an action plan 
on alcohol, the aims of which are: 

• to provide information and health education; 

• to strengthen the information system on excessive alcohol con- 
sumption and disseminate the findings; 

• to encourage working methods, with the participation of profession- 
als, to adopt criteria for the prevention, detection, control and 
follow-up of hazardous and harmful alcohol consumption, and to 
put them into operation; 

• to develop continuing education for primary health care professionals; 

• to coordinate between the primary health care level, specialist 
organizations and other community resources; and 

• to detect hazardous and harmful alcohol consumption through medi- 
cal records and routine registers in primary health care practices. 

The operational targets of the Plan are as follows: 

A49. By 1995, the percentage of the population aware of the harmful 
effects of excessive alcohol consumption should be increased to 85%. 

A50. By 1994, the minimum common criteria for Catalonia for the pre- 
vention (individual and community), detection, control and follow-up of 
hazardous and harmful alcohol consumption at the level of primary 
health care will have been established, while encouraging working 
methods that allow agreement to be reached between professionals. 

A52. By 1995, health regions will have formulated a protocol for pre- 
venting and detecting excessive consumption of alcohol and associated 
problems that will include the minimum common criteria for Catalonia. 
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A53. By the end of the lifetime of the Health Plan. 90% of professionals 
in the health regions will have information about the adopted protocol. 

A54. In 1994 and subsequent years the health regions, in accordance 
with the feasibility criteria, will promote the gradual spread of use of 
the protocol for preventing and detecting the excessive consumption of 
alcohol and associated problems. 

A55. By the end of the lifetime of the Health Plan, the Basic Health Ar- 
eas that have been up and running for more than one year shall have 
agreed upon and adopted the protocol for the prevention and detection 
of excessive alcohol consumption and associated problems. 

A56. By the end of the lifetime of the Health Plan, the Basic Health Ar- 
eas that have been up and running for more than three years shall have 
recorded the alcohol consumption for more than 60% of the medical 
histories of the adult population (according to the criteria established in 
the protocol, excluding people who have visited the surgery less than 
three times in the previous two years). 

A57. By the end of the lifetime of the Health Plan, 90% of detected 
drinkers will have received educational counselling to reduce alcohol 
consumption. 

A58. In 1993 and subsequent years, the health regions will have estab- 
lished coordination strategies between the primary health care level and 
other care levels, as well as intersectoral bodies, about excessive alcohol 
consumption. 

A59. In 1993 and subsequent years, the health regions will ensure that 
all providers guarantee that continuing education programmes for pri- 
mary health care professionals include activities aimed at improving 
knowledge, attitudes and skills to care for the health problems stem- 
ming from alcohol consumption, as well as the prevention of excessive 
consumption. 

Setting concrete targets for alcohol action is an important step in 
creating consensus on and political support for the basic aims of pub- 
lic health alcohol policy ( 72 ). It also helps to link alcohol policy with 
the overall health strategy at the local, national and international lev- 
els. Action on alcohol contributes to the attainment of many health 
targets, and should be linked to the development of health policy as 
stated in the WHO European targets for health for all ( 70 ). 
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EUROPEAN ALCOHOL ACTION PLAN 



On a European scale, drinking alcohol results in 
suffering and costs of enormous proportions, which 
have an impact on the health and welfare of men and 
women, children and adults, rich and poor, those who 
do the drinking and those who bear the consequences 
of the drinker’s behaviour. Alcohol-related problems 
have many causes, arise in various situations, and affect 
different types of people. The response to these 
problems therefore needs to be comprehensive, 
involving public policy, community programmes and 
action at the primary health care level. 

The WHO European Alcohol Action Plan stresses that 
health care systems, traditionally involved in managing 
alcohol problems, must play a greater role in the detec- 
tion and prevention of alcohol-related harm. Primary 
health care is seen as an important setting for identify- 
ing those at risk from heavy drinking and helping them 
to reduce their consumption. It is also the major sup- 
porter of families and self-help groups, and acts as an 
advocate of public health for local communities. 

This book goes some way to answering the question of 
how the harm done by alcohol use can be prevented 
and managed in primary health care. It discusses 
strategies and approaches that can be adopted by 
primary health care providers in their everyday work 
with individuals and families, and outlines the 
possibilities for them to participate in community 
action and to advocate for healthy public policy on 
alcohol. 

ISBN 92 890 1 328 1 Sw.fr. 20-. 
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